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Water and Metamucil 


Both are basic for relief and correction of constipation 


Effective relief of constipation and actual correction of the condition depend on 
an intake of a sufficient quantity of water to facilitate movement of the fecal 
mass in the bowel lumen. Also useful is Metamucil which adds a soft, bland bulk 
to the bowel contents to stimulate normal peristalsis and also hold water within 
stools to keep them soft and easy to pass. Thus Metamucil and an adequate water 
intake induce natural elimination and promote regularity. 


Metamucil 


brand of psyllium hydrophilic mucilloid 
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Droad-spi antibiotic thre rapy 


New 

THRRAMYCIN 
INTRAMUSCULAR 
SOLUTION 


Initiat of therapy in minutes after diagnosis with new 
f yt rramy Intramuscular Solution provides maximum 
tained a ption of potent 1d-spectrum activity 


and CONTINUE compatibli 


coordinate thre rapy 
COSA-THRRAMYCIN 
CAPSULES 


tinuation with oral a-Te amycin every six hours will 
provide highly effective antibacterial serum and tissue levels for 
f npt nfect ntr 
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The unsurpassed re rd of il effectiveness and safety established for { 


Terramycin is your guide to successful antibiotic therapy 


Supply: 
Terramycin Intramuscular Solution 
100 mg./2 cc. ampules 250 mg./2 cc. ampules 


Cosa-Terramycin Capsules 
125 mg. and 250 mg 


Cosa-Terramycin is also available as: 
* Cosa-Terramycin Gral Suspension — peach flavored 


125 mg./5cc., 2 oz. bottle 


Cosa-Terramycin Pediatric Drops — peach flavored 


5 mg./drop (100 mg./cc.), If bottle with plastic calibrated dropper 
nplete information ¢ erramycin Intramuscular Solution and 
erramy yral forr ivailable through your Pfizer Representative 
1 the Medical.Department, Pfizer Laboratories 
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‘,.. which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


MAALox® an efficient antacid suspension of 


gel offered in bottles of 12 fluidounces 
TABLET MAALox: 0.4 Gram (equivalent to one teasp 


TABLET Maatox No. 2: 0.8 Gram, double 
teaspoonfuls), Bottles of 50 and 250 


Samples on request. 


WILLIAM H. Rorer, INc., Phil 
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CONTINUE TO CONFIRM 
THE EFFICACY OF 


Milpath 


®Miltown -+ anticholinergic 


for unsurpassed control of G.I. 
pain, spasm, anxiety and tension 


indications 

now two forms for adjustable dosage duodenal and gastric ulcer 
colitis 

Milpath-400— Each yellow, scored tablet contains 

meprobamate 400 mg. and tridihexethy! chloride 25 mg. spastic and irritable colon 

(formerly supplied as the iodide). Bottle of 50. gastric hypermotility 

DOSAGE-~| tablet t.i.d. at mealtime and 2 at bedtime. gastritis 

Milpath-200— Each yellow, coated tablet contains a 

meprobamate 200 mg. and tridihexethyl chloride 25 mg. intestinal colic 

Bottle of 50. functional diarrhea 

DOSAGE-—1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. G.I. symptoms of anxiety states 
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Clinical Evaluation of Milpath’ 


in G. I. Disorders 
Reported by 61 Physicians in 19 States 


SIDE EFFECTS 


Transient Visual 
b Percentage of Drowsi- Disturb- Allergic 
DIAGNOSIS Effectiveness ness ances Reaction 


ULCER, DUODENAL 97.9% 6 1 
ULCER, GASTRIC 95.2% 2 _ 


GASTRITIS 
(acute, chronic) 
hypertrophic, 
alcoholic) 


CHOLECYSTITIS 


(acute, chronic) 
ESOPHAGOSPASM 
CARDIOSPASM 
PYLOROSPASM 


BILIARY 
DYSKINESIA 


PSYCHOPHYSIOLOGIC 
GASTRIC REACTION 
(Gastritis Nervosa, 
Nervous Stomach, 
Hypermotility, 
Hyperacidity, 
Climacteric) 


ANXIETY STATES 
WITH G.I. 
DISTURBANCE 


TOTALS 


PER CENT 


DOSAGE =~ One tablet t.id. at mealtime and 2 at bedtime. 


CONCLUSIONS - The great predictability of effectiveness and the low incidence of side effects make Milpath of great 
value in the treatment of gastrointestinal diseases, whether organic or psychophysiologic in nature. 


*In one patient, two side effects were reported. 


Wy WALLACE LABORATORIES New Brunswick, N.J. 


EFFECTIVENESS 
None 
6 95.2% 
1 
3 100.0% 
13 95.9% tee 
a 7 83.3% 
Pt 216 161 42 13 24 7 2 2 183 
75% 19% | 6% | 94.0% 1% | 3% 9% 9% 84% 


ANTISPASMODIC 
ANTISECRETORY 
TRANQUILIZER 


One preparation for multiple G.I. symptoms — ENARAX 
combines a new long-acting anticholinergic, oxyphen- 
cyclimine, with the proven antisecretory tranquilizer, 
ATARAX, to relieve pain, spasm, hyperacidity and ten- 
sion associated with organic disturbances. 


Two tablets daily for full-time relief — ENARAXx suc- 
cessfully controlled symptoms in 94% of reported 
cases. In the majority of patients, two tablets daily in 
divided doses provided 24-hour control. 


Relatively free of side effects — Side effects seldom 
consist of more than dryness of the mouth. Selective 
postganglionic action on the G.I. tract keeps adverse 
reactions to a minimum.‘ 


SUMMARY OF CASES 


Clinical Diagnosis — Peptic Uicer — Gastritis — Gastroen- 
teritis—Colitis—Functional Bowel Syndrome—Duodenitis 
Hiatus Hernia (Symptomatic) — Irritable Bowel Syndrome 
Pylorospasm — Cardiospasm — Biliary Tract Dysfunctions 


Clinical Results Oxyphencyclimine'? ENARAX®?:* 
Effective 491 (88%) 223 (94%) 
Failure 68 (12%) 15 ( 6%) 


Total number 559 238 
of cases 


Each enarax tablet contains: 
Oxyphencyclimine HCl 
Hydroxyzine (Atarax®) 


Dosage: One-half to one tablet twice daily—preferably in the 
morning and before retiring. The maintenance dose should 
be adjusted according to therapeutic response. Use with 
caution in patients with prostatic hypertrophy and with 
ophthalmological supervision in glaucoma. 


Supplied: In bottles of 60 black-and-white scored tablets. 
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A SENTRY 
FOR THE 
G.L TRACT 


ACID REDUCTION AFTER OXYPHENCYCLIMINE THERAPY 2 
Tests conducted in 9 My ype ulcer patients after overnight fasts showed 
considerable reduction in both volume and acidity. 
Gastric cooieeten Gastric aspiration after 
after overnight fast overnight fast and 11 hours after 
without medication. 20 mg. oxyphencyclimine. 


References: 1. Steigmann, F.: Study conducted at 
Cook County Hospital, Chicago, Illinois: In press. 
2. Winkelstein, A.: Am. J. Gastroenterol. 32:66 
(uly) 1959. 3. Data in Roerig Medical Department 
files. 4. Leming, B. H., Jr.: Clin. Med. 6:423 
(Mar.) 1959. 


Volume in mi. 


New York 17, N 
AB. (J.B. EJ. 4H.B. Ex. 68.8. E.S. .B. Cc. Division, Chas. Pfizer & Inc. 
Overnight test Science for the World's Well- Being 


677 
> N A RAX 
50 
40 
30 
20 
10 


© “Primary anorexia leads to a reduced intake 
that in turn provokes mainutrition that, 
curiously. enough, increases anorexia,”* 


Complete therapeutic nutriment Sustagen, a therapeutic food—complete in_ 
POWDER _ all known essential nutrients—breaks the 
anoretic cycle —by reversing the malnutrition that perpetuates and intensifies it. 
Sustagen restores appetite physiologically. Restores good nutrition with it i 
calorie formula. Contains generous amounts of protein, vitamins, calcium, ir d 
other essential minerais...to help rebuild and repair tissue, re-establish nitrogen 
balance, provide quick energy, speed recovery and promote well-being. Easy to 
give by mouth or tube, Sustagen is well tolerated in 
severe or moderate mainutrition, in patients of all ages. i Mead Johnson 


*Eiman, Ro GP 17:115-122 (March) 1958. 
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mounting clinical preference 


unmatched in oral cholecystography 


no confusing intestinal residual Unlike iopanoic 
acid, ORABILEX does not leave exaggerated intestinal opacities 
which can interfere with diagnostic accuracy.'© Absence of dis- 
turbing shadows from an occasionally overlying gut is thus “a 
distinct advantage”? of this medium. 


improved visualization Optimal density of opacifica- 
tion is achieved with this diagnostic medium.'-? The character- 
istic “see-through” density of opacification adds to the diagnostic 
advantages of ORABILEX.” 


exceptional avoidance of side effects 
Avoidance of side effects, particularly diarrhea and dysuria, is an 


outstanding advantage of ORABILEX.'-? Comparisons with other 
oral cholecystographic agents,'*-5*” confirm that this new oral 
medium is unequalled in its ability to free the patient from dis- 
tressing reactions. 


growing recognition The ever-increasing number of 
favorable reports'~’ indicates the growing preference for ORABILEX. 
Controlled clinical studies in more than 5,000 cases confirm the 
diagnostic clarity, absence of patient discomfort and reliability 
of the single 6-capsule dose. 


(1) Teplick, J. G.; Adelman, B. P, and Steinberg, S. B.: Am. J. Roentgenol. 
80:961, 1958. (2) Tice, G. M.: J. Kansas M. Soc. 60:118, 1959. (3) Geffen, 
A.: Radiology 72:839, 1959. (4) Van Epps, E. F: J. Iowa M. Soc. 49:331, 
1959, (5) Whitehouse, W. M., and Fink, H. E.: Bull. Univ. Michigan., to be 
published. (6) Heacock, C. H., and Wilson, J. M.: Memphis M. J. 34:187, 
1959. (7) Arcomano, J. P;; Barnett, J. C., and Immerman, L. L.: Am. J. Digest. 
Dis. 4:466, 1959. 


ORABILEX (Bunamiodyl) is supplied in envelopes of 6 capsules, 0.75 Gm. each. 
For detailed description consult FOUGERA literature. 


*T.m. A DEVELOPMENT OF GUERBET LABORATORIES 47303 


E. FOUGERA & CO., INC: Hicksville, Long Island, New York 


Traffic: jammed 
Car: stalled 
Temper: mild 
Ulcer: quiet 


Here’s a man whose ulcer once would 
have protested strongly—not just at 
traffic problems—but at the entire 
gamut of stress to which modern man 
is subjected. 

His physician, aware that the patient 
as well as the ulcer must be treated 
has prescribed ALuDROX SA 

eases tension + promotes healing 


relieves pain + reduces acid 
secretion «+ inhibits gastric motility 


ALUDROX SA 


Suspension and Tablets: Aluminum Hydroxide Gel with 
Magnesium Hydroxide, Ambutoni Bromide and Buta- 
barbital, Wyeth 
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TO STOP DIARRHEA 


from all points... growing evidence favors 


FUROXONE 


brand of furazolidone 
@ Pleasant-flavored Liguip, 50 mg. per 15 cc. (with kaolin and pectin) # Conven- 


ient TaBLets, 100 mg. @ Dosage—400 mg. daily for adults, 5 mg./Kg. daily for 
children (in 4 divided doses). 


Swirr RELIEF OF SYMPTOMS 


CONTROL OF “PROBLEM” PATHOGENS 
(no»significant resistance develops to this wide-range bactericide) 


Weu TOLERATED, VIRTUALLY NONTOXIC 
4 / 
N ORMAL BALANCE OF INTESTINAL FLORA PRESERVED 


(no monilial of staphylococcal overgrowth) 


From a Large Midwestern University: 
FUROXONE CONTROLS ANTIBIOTIC-RESISTANT OUTBREAK 


An outbreak of bacillary dysentery due to Shigella sonnei was successfully controlled 
with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure rates 
(verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. 
Only Furoxone “failures” were those lost to follow-up. Chloramphenicol failures 
subsequently treated with FUROXONE responded without exception. FUROXONE was 
also used effectively as prophylaxis and to eliminate the carrier state. It was “ex- 
tremely well tolerated in all 191 individuals who received it either prophylactically 
or therapeutically.” Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


EATON LABORATORIES, NORWICH, NEW YORK 
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new concept © 
for chronic constipation..? 


and especially that associated 
with the irritable bowel syndrome 


DECHOTYL 


TRABLETS* 
safe, gentle transition & 


to normal bowel function 


DECHOTYL provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of DEcuHoTYL is based on an effective combination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 


Dosage: Average adult dose—Two TRABLETs* at bedtime. Some individuals initially 
may require | to 2 TRABLETS three or four times daily. Contraindications: Biliary tract 
obstruction; acute hepatitis. 


Available: Tras.ets,* coated, yellow, trapezoid-shaped; bottles of 100. 


*t.M. for AMEs trapezoid-shaped tablet. 
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PHARYNGEAL DIVERTICULA OF THE ESOPHAGUS 


BERNARD J. FICARRA, M.D., Sc.D., LL.D., F.A.C.G.*® 
Oyster Bay, N. Y. 


A diverticulum arising in the cervical portion of the esophagus has been 
given various descriptive terms as pharyngoesophageal diverticulum, hypo- 
pharyngeal diverticulum, cervical diverticulum of the esophagus and pharyngeal 
diverticulum of the esophagus. All three terms refer to that pathologic entity 
resulting from a weakness in the esophagus where various muscular elements 
converge at a level of the inferior constrictor pharyngeal muscle. The inevitable 
peristaltic activity associated with deglutition bombards this weakened area 
until the attrition of time results in a pulsion sac called a diverticulum. The 
word diverticulum actually means to turn aside. By application therefore, it is 
tacitly employed to mean the turning aside of a stream of food into a pouch. 


Although the experience of the average surgeon in the treatment of pharyn- 
goesophageal diverticula is quantitatively limited, nevertheless, if one colleague 
can profit by another's errors or beneficial observations, they are worthy of 
reporting. With this thought in mind, this treatise is presented. 


SuRGICAL ANATOMY OF ESOPHAGUS 


From the surgical standpoint, the esophagus is not the best organ of the 
digestive system to operate upon. The reason for this statement is founded upon 
its anatomic appearance and location. The esophagus dangles in space sup- 
ported by adjacent and contiguous structures. It seems to be a parasitic organ 
dependent upon other organs for its existence. 


The dependent nature of the esophagus is exemplified by its blood supply. 
It has no major artery whose primary purpose is to supply blood to it. On the 
contrary, it has three secondary sources of blood which form contributory 
branches to the esophagus. These are: 


1. Inferior thyroid artery. 


 ®Director of the Department of Surgery, Oyster Bay Hospital, Oyster Bay, L. L., N. Y. 
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2. Small branches from the thoracic aorta. 
3. Left gastric artery. 


Each of these arteries supply residual vessels to the esophagus, i.e., it gives 
blood to that organ after it has supplied other structures. Even those arteries 
arising from the aorta do so at an oblique downward angle so that the pressure 
in these arteries is a diminishing one, in contradistinction to an acute upward 
angle where the full pressure of the blood would be propelled into the acutely 


angulated vessel. 


Further dependence of the esophagus upon other organs is exemplified by 
the fact that because it forms part of the oral pharynx, it is suspended above 
by the posterior aspect of the pharynx close to the vertebral bodies. As it de- 
scends, the anterior portion disappears where the base of the tongue and epi- 
glottis protect the laryngeal orifice. The esophagus does not become itself again 
until it passes the cricoid cartilage from which the anterior surface is suspended 
by loose attachments. Above this site the esophagus is enveloped by the inferior 
pharyngeal constrictor muscle which enfolds it somewhat transversely inter- 
digitating with smaller muscle fibers of the inferior pharyngeal constrictor 
muscle and the cricothyroid muscle. 


Although one might believe that the convergence of three separate groups 
of muscle fibers would strengthen the converging point, the opposite is true. 
The multiple fibers form many interstices which in reality are dead spaces. 
Where space exists, there also exists a potential weakened area. This area in 
question forms a small triangular space which is the site of origin for almost 
all pharyngeal diverticula of the esophagus. 


ETIOLOGY 


The inherent parasitic anatomical nature of the esophagus, its tubular 
structure, and its potential weakness sites are all factors in the etiology of diver- 
ticula of the cervical esophagus. The physiologic process of deglutition is 
another factor in the development of diverticula. Even as the anatomic de- 
pendence of the esophagus is a liability, so too is its physiologic imperfection a 
further liability. By this statement is meant that the esophagus has no controlling 
mechanism to regulate either the quantity of food ingested or the rate of its 
descent. There is no esophageal reflex, such as the carotid sinus reflex for the 
carotid artery, or the Brewer-Herring reflex for the lungs, which act as a gov- 
ernor to hyperactivity. Thus it is that the esophagus is unable to retaliate to 
any whim of deglutition. 


Simple deglutition, therefore plays an important part in the “pushing out” 
of the esophageal wall which is the nidus for a future diverticulum. 


Ficarra—Pharyngeal Diverticula of the Esophagus 685 


The act of swallowing commences in the pharynx via the constrictor muscles 
of the pharynx. The muscular contraction institutes a peristaltic wave originat- 
ing in the nasopharynx descending and terminating at the pharyngoesophageal 
junction. At this junction, the act of deglutition exerts an increasing pressure 
which strikes at a weakened point described previously. Constant repetition of 
this act of swallowing attenuates the muscles which act as a bulwark against 
the intraluminal pressure. 


Recalling the anatomical picture, it will be noted that the lowest inferior 
constrictor fibers and the cricopharyngeal fibers are in an oblique position at 
the pharyngoesophageal junction. A synchronous relaxation of the cricopharyn- 
geal sphincter would allow the downward propulsion by the constrictor muscles 


CONSTRICTOR M. 


INFERIOR CONSTRICTOR 
PHARYNGEAL MUSCLE 


WEAK POINT AGUS (CIRCULAR 


ESOP 
MUSCLE FIBERS) 
DIVERTICULUM 


TRACHEA ESOPHAGUS (LONGITUDINAL 
MUSCULAR FIBERS) 


DIVERTICULA OF CERVICAL ESOPHAGUS 


Fig. 1—Diagrammatic illustration of the anatomical structures involved in the development 
of an esophageal diverticulum. Posterior view. 


of the food within the esophagus. Disturbance or discord at this junction would 
necessitate an increasing pressure to be exerted for the satisfactory passage of 
the bolus of food. Hence, any factor (organic or psychosomatic) that will alter 
the normal physiology at this junction will result in an increase in intraluminal 
esophageal pressure. This increased pressure at a weakened anatomic area will 
inevitably produce a small bulge at the junction of the pharynx with the pos- 
terior wall of the esophagus. Multiple repetitions of this concatenation of events 
will eventually result in a pharyngoesophageal diverticulum. 


Succinctly, therefore, the etiology of diverticula may be reiterated as fol- 
lows: When the predisposing factors of human existence can disturb normal 
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physiologic digestion, the mere act of deglutition serves to help form an esopha- 
geal diverticulum. The mechanism centers about muscular activity. The crico- 
pharyngeal muscle normally pulls the cricoid cartilage back against the spine 
maintaining by “pinching” a tonic closure that is constant, except for 2 momen- 
tary opening by a coordinated relaxation at the approach of a bolus of food as 
it is propelled downward by the constrictor muscles of the pharynx. In those 
instances an abnormal failure to open synchronously puts an undue pressure on 
the weakened triangular area (point of multiple muscular convergences) which 
is part of the supporting structures of the hypopharynx. Persistence pressure 
against this weakened area results in a hernia known as a diverticulum. 


PATHOLOGY 


Esophageal diverticulum by pathologic interpretation is defined as a hernia 
of pharyngeal mucosa through a weakened area in the posterior wall of the 


LATERAL. VIEW 


CRICO (| 


CRICOID CART. VERTEBRAE 
ESOPHAGEAL- 
VEATICULUM 
TRASHER COMPRESSION 

AS 
SITE 
DIVERTICULUM GROWS 


* WEAK POINT WHERE MUSCULAR 
ELEMENTS HAVE BECOME ATTENUATED. 


Fig. 2—Lateral diagrammatic view demonstrating the compression of the esophagus from a 
large diverticulum. As the diverticulum increases it can result in compression stenosis 
of the esophagus. 


pharynx between the inferior constrictor muscle above and the specialized band 
of this muscle (the cricopharyngeal sphincter) below. 


As has been described previously, the onset of a diverticulum commences 
with a pouch-like (bud) formation formed by a protrusion of the esophageal 
mucosa through the weakened layers of the constrictor pharyngeal muscle. This 
space devoid or nearly devoid of muscle had been called by Charles Mayo the 
Lanner-Hackerman area [described in J.A.M.A. (22 July), 1912]. As the bud- 
ding pouch enlarges the fundus gravitates toward the left side. 


Arbitrarily there are three stages in the development of esophageal diverti- 
cula. As the diverticulum progresses successively from a small bud to a true sac, 
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it not only increases in size but also increases in length. Since the sac increases 
in size, it increases in length because of its site of origin. The orifice of the sac 
into the esophagus remains fixed even though the most dependent portion of 
the sac may descend into the mediastinum. Lateral expansion of the diverti- 
culum is blocked by the large muscles of the neck, even as posterior progress is 
limited by the vertebral column. The only free passage for growth is downward. 


The first stage diverticulum does not possess a true sac; it is merely a ledge 
of the mucosa and submucosa through the triangular weak-point at the pharyn- 
goesophageal junction. Only a few diverticula are seen at this stage and surgical 
intervention is usually deferred until the clinical picture becomes severe enough 
to warrant intervention. 


4 
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IN THE DEVELOPMENT OF 
PHARYNGEAL DIVERTICULA, 


Fig. 3—A diagrammatic composite picture of the three types and stages of esophageal diver- 
ticula with a short description of the symptoms associated with each type. 


In the second stage of development, x-ray studies are most valuable. Barium 
swallow reveals a true sac which is globular in shape. The orifice of the sac is 
in lateral position. Although part of the swallowed food will enter the diverti- 
culum, most of the bolus will continue directly down the esophagus. 


During the third phase of development, esophageal obstruction is possible. 
This is a mechanical obstruction resulting from the weight of the sac and the 
changing position of the diverticulum, the esophageal orifice is altered into a 
lateral opening with the diverticular stoma assuming a more horizontal position. 
Ingested food, therefore, passes directly into the diverticulum as the path of 
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least resistance rather than to enter the more vertically situated esophageal 
opening. 


The diverticulum not only becomes larger with the onset of time, but as 
time goes on, the sac wall becomes thicker. If an inflammatory process occurs, 
many adhesions may result about the sac. 


CLINICAL PICTURE 


The signs and symptoms of esophageal diverticulum vary with the stage of 
development of the sac and whether or not food remains in the sac. In the early 
stages the symptoms are minimal but as the diverticulum increases in size (as 
previously mentioned), the symptoms become more severe, even to the extent 
that esophageal obstruction may result. 


Although the basic factor in the development of esophageal diverticulum 
is an anatomical defect existing from birth, nevertheless almost all diverticula 
reported in the literature have manifested themselves during adult life. 


The symptomatology of a first stage diverticulum is minimal and consists 
of occasional and temporary retention of food (dry or rough food especially). 
The patient may complain of a sensation similar to having a foreign body 
lodged in the neck. If this sensation is present, the patient will try to dislodge 
it by gutteral sounding ‘reflexes (hawking). 


During the second stage of development, the symptoms result from the 
accumulation of food and liquid in the sac. The regurgitation may occur during 
the act of swallowing at a subsequent meal, between meals or while turning 
the head from side to side. (Laboratory examination of this food indicates that 
it is free from gastric hydrochloric acid.) Vomiting may occur while the patient 
is asleep. The danger of aspirating the vomitus is ever present with the result 
that tracheal obstruction, lung infection and/or pulmonary abscess may result. 


When the third stage in the development of esophageal diverticulum is 
reached, the danger of obstruction is present (in addition to the symptoms pre- 
viously described). The varying degrees of obstruction may be sufficient to 
cause severe inanition. This inanition is due not only to the patient's partial 
inability to swallow, but also to the fear of eating. Most patients at this point 
believe they have cancer. 


During the progressive enlargement of a diverticulum, pressure on the re- 
current laryngeal nerve may occur. A Horner’s syndrome may result, i.e., uni- 
lateral perspiration, flushing or pallor of the face, unilateral ptosis of the eyelid 
with or without miosis. When a diverticulum is large, a gurgling sound may 
be produced by pressure of the hand on the side of the neck soon after eating 
(Boyce’s sign). 
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DIFFERENTIAL DIAGNOSIS 


The art of diagnosis is fast vanishing from the scene of American surgery. 
Reliance upon laboratory data and x-ray studies threatens to relegate the sur- 
geon to the status of a technician. It is true that positive identification of a 
diverticulum can be made via roentgenograms, nevertheless, the trained surgeon 
should be familiar with the differential diagnosis of masses arising in the neck. 


An accurate history may give very valuable information in the differential 
diagnosis of neck masses. For example the sudden appearance of a mass follow- 
ing trauma is almost always indicative of a hemorrhage. Tenderness and/or 
heat over a mass suggests inflammation. 


Fig. 4 Fig. 5 
ig. 4—Anterior view via roentgenogram following a barium swallow showing large saccular 
esophageal diverticulum. 
ig. 5—Lateral view demonstrating barium in the saccular esophageal diverticulum. 


The rate at which a mass changes its size may offer a clue as to its etiology. 


Rapid Enlargement (after meals) indicates Esophageal Diverticulum. 

Accelerated Progression (hours or days) indicates Hemorrhage or acute inflammation. 

Slow Development (weeks or months) indicates Chronic Inflammation or Neoplasm. 

With a preliminary or tentative diagnosis available, the examiner can insti- 
tute a mental differential diagnosis. By means of a simple classification, many 
diseases can be eliminated and a mass or masses in the neck identified. The 
following classification, although incomplete, will be an aid in differentiating 
the most commonly seen simple neck tumors. 


| 
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Classification of Simple Neck Tumors 


Median Line Tumors Lateral Tumors 


(usually originate 
in thyroid ) 
Undescended_thyroids 
. Thyroglossal cysts 
. Pyramidal lobes 


Adenomata of isthmus 


Single Multiple 


. Branchial cysts 
2. Carotid body tumor 


1. Metastatic thyroid 
2. Tuberculous adenitis 
. Neurofibroma 3. Nonspecific inflammatory glands 
. Cystic hygroma 4. Lymphosarcoma 
Parathyroid tumor 5. Hodgkins’ disease 
. Esophageal diverticulum 6. Metastatic carcinoma 


It is not amiss here to mention the use of the esophagoscope in the diag- 
nosis of diverticula. In my experience the use of this instrument has not been 
necessary. On the contrary it can be very dangerous in the hands of the non- 
initiated because the facility of perforating a diverticulum is ever present. 


ROENTGENOGRAMS 


The most valuable diagnostic aid in identifying an esophageal diverticulum 
is the oral administration of barium. Visualization of the ingested barium in the 
diverticulum leaves little else to do in order to establish the diagnosis. One 
should not fail, however, to take both an anterior-posterior view in addition to 
the lateral view. 


An esophageal web may be confused easily with a diverticulum. For this 
reason a lateral x-ray of the esophagus is essential. In the lateral view there is 
a characteristic spill-over from the top of the diverticulum into the longitudinal 
esophagus. Any irregularity in the contour of the diverticulum should bring to 
mind the possibility that a malignancy may be present in or near the diver- 
ticulum. 


Some mention should be made of postoperative roentgenograms. Following 
surgical elimination of a diverticulum, the site of amputation may have a 
“shelving” appearance. 


To the inexperienced observer this may be interpreted erroneously as a 
recurrence. Prior to assuming that a recurrence is present, it should be demon- 
strated by fluoroscopy that the longitudinal esophagus fills from a barium spill- 
over at the level of the defect. 
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Case REPORTS 


During the past 10 years, 13 patients with pharyngeal diverticula of the 
esophagus were treated. The salient features of 12 of these patients (all men) 
will be presented in composite form. The 13th, a housewife, will be reported 
in detail. 


TABLE I 


SALIENT FEATURES OF TWELVE PATIENTS 
WITH PHARYNGEAL DIVERTICULA 


‘ 
Duration of} Complications 
Major complaint | symptoms or end result 


Fetor oris 4 years | Surgical treatment 
| Good results 


Gurgling sound on | 7 years Surgical cure 
swallowing 

Visible mass side of | 2 years Surgical cure 
neck after eating 


Dyspnea coughing, 1 year Surgical cure 
x-ray revealed lesion 


Difficulty in | 3 years Surgical cure 
swallowing 


Regurgitation following | 5 years Surgical cure 
coughing after meals 


Pressure sensation 4 years Surgical cure 
in neck 


Mass in neck by x-ray | 3 years Surgical cure 


Emaciation, large 7 years Surgical cure 
sac by x-ray 


Dyspnea and coughing 3-4 years Surgical cure 


Fetor oris, mass in 5 years Surgical cure 


neck (left side ) 


Dysphagia, mass in 4 years Surgical cure 
neck, cancer phobia 


DetrarLep Case History 


The patient was admitted for diagnostic study on 24 October 1957. A mar- 
ried woman of 68 years, she had been active and interested in her usual home 
and community work until the day before admission. Her general appearance 
was that of good health. 
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She had been seriously ill with pneumonia in 1952, and since recovery had 
undergone yearly physical examinations. Her personal physician had completed 
such an investigation in October and had found no evidence of active disease. 
X-ray of heart and lungs were within normal limits and E.C.G. report was that 
of a normal tracing. 


Reassured about the possible conditions for which she had been concerned, 
she mentioned as an afterthought a symptom which had been noticed at inter- 
vals over a period of 10 years, although she was not sure of the exact time of 
onset; namely difficulty in swallowing. This had become sufficiently aggravated 
to be classified by her as a “nuisance”, and was worse when swallowing solid 
food, especially meat. There had been no objectionable taste or odor in her 
mouth, but sometimes “food would come back”. Her physician had the per- 
spicuity to sense the importance of the complaint, which might have been easily 
overlooked, and decided on further investigation. X-ray examination after a 
barium swallow revealed a diverticulum of the esophagus on the left side of 
neck at the level of sixth cervical vertebra. 


On 25 October a one-stage resection was carried out. A linear incision 
parallel to the left sternomastoid muscle was made and carried down to the 
carotid sheath, which was then retracted laterally. The inferior thyroid artery 
was identified and divided; this gave mobility to the thyroid gland to permit its 
retraction medially. Posterior to the trachea, the esophagus was identified, and 
followed up until the lower end of the diverticulum could be grasped and 
drawn down to a more accessible position. (Identification was easy because a 
soft Levin tube, passed before the operation, was found to be coiled within the 
diverticulum. This was withdrawn and passed again into the esophagus.) The 
excess sac was removed and the neck was closed with two layers chromic cat- 
gut, and those sutures buried with three more layers. All mucosa was thus 
turned in, out of sight. A long cigarette drain was so placed as to guard the 
mediastinum ,by sealing it off. The wound was closed with clips. 


The immediate postoperative recovery was good, except that the patient 
found the Levin tube troublesome and local treatment for irritation of the nose 


was needed. 


Report of pathologist, 25 October 1957:—“Specimen is a sac-like structure, 
4 cm. long by 3 cm. diameter. Outer surface is covered with smooth shiny 
serosa. Inner aspect is covered by mucosa arranged in regular folds. Wall varies 
in thickness from 3 to 6 cm. Some dilated glands filled with mucus and con- 
gested vessels are seen in the wall.” 


Microscopic report:—“The sections show fragments of esophageal wall lined 
by squamous epithelium. In the submucosa there is a mild edema and foci of 
inflammatory cells. Muscularis is not unusual.” 


Diagnosis:—Sacular diverticulum of esophagus. 
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The patient's condition continued to be favorable, but mechanical clogging 
of the tube in the esophagus compelled its removal on 28 October and intra- 
venous feeding was substituted, everything by mouth being withheld until 30 
October when liquids were allowed. 


The drain was removed from the wound on 4 November, and by the next 
day there was a slight discharge. An aureomycin pack was placed in the sinus. 
Seen by a consultant laryngologist 6 November, an oral administration of lipi- 
odal and x-ray showed extravasation of the media into the soft tissues adjacent 
to esophagus at level of C7 vertebra. The opaque dye collected in the cervical 
area above the mediastinum and did not enter the pleural cavity. The fistula 
was located posteriorly on the left side. 


Fig. 6 Fig. 7 

Fig. 6—Arrows mark the outline of a classical esophageal diverticulum containing barium. 
The dependent portion is wider than the neck. The contour of the diverticulum 
resembles a pear. 

Fig. 7—Postoperative x-ray taken in patient described as Case 13. Following the appear- 
ance of drainage on the dressing, lipiodal was instilled in the esophagus and x-ray 
taken, Extravasation of the contrast medium is visualized indicating a fistulous tract. 
The fistula closed under conservative therapy. 


Under direct fluoroscopic control, a Levin tube was passed down the esoph- 
agus without injury to the operation site, and left in situ until 15 November. 


Without further treatment, the cervical sinus gradually closed spontane- 
ously, and all evidence of drainage externally had ceased by 16 November. 
Further progress was good and uneventful. Liquid diet was increased to include 
soups, etc. and she was discharged. Improved on 17 November 1957. 


we 
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TREATMENT 


A one-stage resection is the preferred procedure. The approach to the 
diverticulum is via a long longitudinal incision anterior and parallel to the 
anterior border of the sternocleidomastoid muscle. (Left side approach enables 
an adequate identification of the diverticulum.) Removal or division of the 
anterior portion of the omohyoid muscle gives an immediate access to the inter- 
nal jugular vein and exposes the middle thyroid veins. Division of the thyroid 
veins enables the thyroid lobe to be retracted medially. By means of lateral 
traction of the carotid artery and the jugular vein, the esophagus can be identi- 
fied. It is not unusual for the inferior thyroid artery to be in the area of the 
diverticulum so that often this vessel must be sacrificed. 


Identification of the diverticulum can be aided by the insertion of a Levin 
tube into the esophagus preoperatively. Almost always the tube will coil in the 
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Fig. 8—Anatomical landmarks and the preferred operative approach to esophageal diverticula. 


sac and can be palpated by the surgeon. Moreover, prior to surgery the tube is 
a valuable asset in lavaging the sac. 


On occasion a diverticulum will extend into the mediastinum. Many adhe- 
sions and secondary inflammatory changes are inevitable. For this reason dis- 
section must be done with care. A diverticulum in its descent along the longi- 
tudinal esophagus carries with it a complete covering or investment of muscular 
fibers of the cricopharyngeus muscle. This necessitates careful circular dissection 
at the neck of the diverticulum until the white submucosa of the sac is brought 
into view. The entire circumference of the neck of the sac should consist only 
of submucosa and mucosa. The neck of the sac is obliterated with No. 0 atrau- 
matic catgut. This is usually a continuous suture and is placed near the junction 
of the reck of the sac with the longitudinal esophagus. After the ligature is in 
place, a right angle clamp is applied distal to the ligature and the sac is ampu- 
tated. A second layer of fine silk sutures (interrupted) is then employed to bury 
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the first operative site. A long cigarette drain is inserted into the operative site, 
blocking off the anterior mediastinum and allowing it to exit from the lower 
pole of the incision. This drain is removed on the fourth or fifth postoperative 
day. Feeding through a Levin tube, however, is advocated until the seventh 
postoperative day when it may be removed safely. 


COMPLICATIONS 


If a large diverticulum is not treated surgically, the patient will inevitably 
develop fetor oris. This foul smell will result in an antisocial personality be- 
cause the patient and his neighbors will become conscious of this situation. In 
addition a long-standing diverticulum may harbor a hidden carcinoma which 
may pass by undetected until it is far too late. 


During surgery, certain complications may occur which can be most dis- 
tressing. For example, injury to the recurrent laryngeal nerve is an ever present 
threat. Injury to the internal jugular vein can produce serious hemorrhage. 


Following surgery, the esophageal repair site may not heal well because 
the wall of the esophagus consists of three layers with a poor blood supply. 
These layers are a comparatively weak inner mucous membrane, a loose sub- 
mucosal layer and the outer muscle coat. Excepting in the abdominal part which 
receives a serous investment from the peritoneum, the esophagus is imbedded 
in loose adventitious connective tissue. Thus it is evident that healing is slower 
than in other segments of the gastrointestinal tract. Moreover, there is no pro- 
tecting serosa similar to the peritoneal surfaces of the abdominal viscera which 
acts as a barrier against infection. 


When infection occurs, it will follow the pathway of the esophagus and 
descend toward the mediastinum. Hence, the value of a long cigarette drain to 
wall off the mediastinum. Mediastinitis is a serious complication associated with 
prolonged morbidity. Prior to the era of the antibiotics, the mortality was quite 


high. 


Infection results primarily from a breakdown of the suture line with leakage 
of saliva, etc. through the incision. For this reason the use of fine black silk is 
preferred. In one case where it was not used, a leak developed. The reason was 
that I deviated from a usual routine because of inflammatory changes about the 
sac of the diverticulum. Experience has now taught that silk can be used to 
close the diverticular site even when edema and other inflammatory signs are 
present. 


If a leak (fistula) occurs following surgery, nothing is given by mouth to 
the patient. Feeding is via a Levin tube. Atropine is administered in order to 
diminish salivary flow. Cortisone was used in one case and its value is open to 
question. 
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PROGNOSIS 


The surgical treatment of symptomatic pharyngeal diverticula of the esoph- 
agus is associated with little morbidity and practically no mortality. Following 
adequate surgical extirpation and repair, a cure is effected and recurrence is 
uncommon. 


SUMMARY 


Although this series is small, nevertheless, it is felt that certain lessons have 
been learned which may prove to be profitable to other surgeons. If this is true 
and at least one patient is aided, then this report has merited its existence. 


The lessons learned, as presented in this study, are the following: 


1. The insertion of a rubber tube into the esophagus preoperatively in- 
evitably enters the diverticulum. The presence of the tube enables the surgeon 
to identify the diverticulum very easily. 


2. Black silk is the best material for closure of the esophageal opening. 


3. If it is at all possible, a stump should not be allowed to remain at the 
operative site. If it is present, it should be buried similar to an appendicial 
stump. (The presence of mucosa predisposes to fistula formation.) Burial of the 
stump is preferred in a longitudinal direction rather than transversely (i.e. 
placing of sutures) because if a diminution in the size of the lumen results, it 
is less severe longitudinally. 

4. Drainage following surgery is imperative with a long “tail” cigarette 
drain placed satisfactorily to wall off the anterior mediastinum. 

5. Esophageal fistula following surgery can be treated by eliminating oral 
alimentation and inserting a rubber lavage tube. Other adjuvants are atropine 
to diminish salivary secretions and cortisone to assist wound healing. 


6. In the causation of esophageal diverticula, two major factors are to be 
indicted. These are, first, the atavistic anatomy of the esophagus predisposes to 
a weakening of the hypopharyngeal wall. Secondly, an increasing intraluminal 
esophageal pressure due to organic or psychosomatic causes results in an attri- 
tion of the weakened anatomy which is conducive to the flabby structures which 
simulate a hernia. 


7. Small asymptomatic diverticula need not necessarily demand surgical 
intervention. Observation is necessary because at any time an asymptomatic 
diverticulum may produce serious symptoms and at the same time a neoplasm 
may be concealed within a diverticulum. 
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MANAGEMENT IN SEVERE MALNUTRITION 
AND IRRADIATION TRAUMA 


H. U. WAGGENER, M.D. 
Denver, Colo. 
and 
JAMES A. FERGUSON, M.D., F.A.C.G. 
Grand Rapids, Mich. 


The issues presented in this discussion represent our observations in several 
patients in general and in one patient in particular. 


Occasionally a complex surgical problem may be further complicated by 
severe malnutrition. The situation may be one of extensive irradiation or surgical 


TABLE I 


BARRON FEEDER FORMULAS 
Wuo.e Foop ELEMENTs AND THEM CoMposITION USED IN THE 
Foop Pump FEEDINGS 

Recipe Number 1 
Protinal 
Strained Prunes or Plums 
Strained Beef Carbohydrate 
Strained Sweet Potato Calories 
Dextrose Volume 
ABDEC Vitamins Ce Calories Per c.c. 1.1 


Recipe Number 2 Composition 
Gerber’s Meat Base Formula 
Strained Beef 
Dextrose 
Protinal 
ABDEC Vitamins C. Volume 
Calories Per c.c. 1.9 


trauma, along with cachexia of such degree, that successful management ap- 
pears impossible. Many of these patients have been more or less abandoned 
without any sincere attempt to interrupt a progressively fatal course. The tend- 
ency to “skillfully neglect” this type of patient must be discouraged. The follow- 
ing case is presented as it relates to some nutritional principles and sur,‘c . 
problems in what appeared to be a hopeless situation. 


Report or CASE 


The patient is a 46-year old white female who was admitted to our service 
on 28 February 1957. She had received in sequence radium, surgical, and deep 


From the Ferguson-Droste-Ferguson Hospital, Grand Rapids, Mich. 


697 


-180 gm. 

. -20 gm. 

.325 gm. 

2200 

2000 c.c. 

105 gm. 

gm, 

.- -1000 c.c. 

= 


698 THE AMERICAN JOURNAL OF GASTROENTEROLOGY 


x-ray therapy for adenocarcinoma of the uterus in 1955 and 1956. The surgical 
specimen showed no microscopic evidence of carcinoma following the radium 
therapy. Subsequent to the deep x-ray therapy she developed an irradiation 
sigmoiditis and stricture of the sigmoid colon associated with anorexia, diarrhea, 
and progressive weight loss. One year following the commencement of the 
irradiation therapy she spontaneously ruptured the sigmoid colon while strain- 
ing during a bowel movement. An exploratory laparotomy was done elsewhere 
at which time an ileostomy and a right transverse colostomy were created. The 
abdominal cavity was cleansed and drained. She survived a precarious post- 
operative course. Because of increasing disability and malnutrition, she was 
transferred to this hospital for further management. 


On admission the patient was in an advanced state of inanition. She 
weighed 57 pounds (25 kg.), compared to normal body weight of 110 pounds. 


ALEOCOLIC CONTINUITY REESTABLISHED 
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WEEKS 
Fig. 1—Patient’s progress before and after re-establishment of ileocolic continuity. 


A functioning ileostomy and a nonfunctioning right transverse colostomy were 
present. During the course of her hospitalization it also became evident that a 
sigmoidovesical fistula, a sigmoidovaginal fistula, and a vesicovaginal fistula ex- 
isted. Initially, the patient was totally anoretic and actually too weak to eat. 
She was rapidly approaching death by starvation. 


A Barron Food Pump! program was started. This delivered, at a slow and 
constant rate, a very adequate diet. Liquefied, natural whole foods were used 
(Table I). Snythetic tube-feeding mixtures were not utilized. As nutritional 
restoration began to take place there was a return of her appetite, and a great 
part of the caloric intake eventually became voluntary. Whole blood transfusions 
were given. 


The patient initially did very well and gained 13 pounds in the first three- 
week period, as shown in Figure 1. At this point the weight gain leveled off, 
and on a very high caloric intake (Table II), she failed to gain more weight. 
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After six weeks of intensive preoperative nutritional support, the patient 
underwent the first operative procedure. The ileostomy was taken down and 
closed. The right transverse colostomy was closed and a separate colostomy was 
created using the most distal portion of the transverse colon. This was done to 
place as much of the colon in function as possible with a defective sigmoid 
colon distally. 


Figure 1 shows the patient’s progress before and after re-establishment of 
the ileocolic continuity. During the preoperative period she received 3,200 
calories per day. Following re-establishment of the ileocolic continuity the food 
pump feedings were discontinued. This removed 1,000 calories and approxi- 
mately 100 gm. of protein per day from the diet she had been receiving. There 
followed a steady and progressive weight gain on 2,200 calories containing 


TABLE II 


Averace Darty INTAKE (PREOPERATIVE) 
Comsinep Dar.y Intake THE THREE WEEK 


approximately 70 gm. of protein. She returned for the second operation six 
months later weighing 96 pounds. 


At this time the multiple defects involving the sigmoid colon and genito- 
urinary system were surgically corrected. This was undertaken in the presence 
of tissue which was abnormal secondary to irradiation and inflammation. No 
recurrent adenocarcinoma was found. All fistulas were excised and closed on 
each side. The sigmoid colon was resected and the descending colon anasto- 
mosed to the rectum. The postoperative course was uneventful. Three months 
later the proximal colostomy was closed after endoscopically and radiograph- 
ically proving the adequacy and integrity of the anastomosis below. Today this 
patient weighs 100 pounds and leads a normal life. 


COMMENT 


We have used the Barron Food Pump with considerable success in restoring 
malnourished patients to nutritional balance and thereby improving operative 


PREOPERATIVE PERIOD 
Barron Feeder 
Carbohydrate .............200 gm. 
Orel Feeding Carbohydrate .............395 gm. 
Carbohydrate ............195 gm. 


700 THE AMERICAN JOURNAL OF GASTROENTEROLOGY 


risks. A diet providing 3,000 calories and containing 110 gm. of protein is ade- 
quate for correcting weight loss. Table II shows the average combined daily 
intake from both the food pump and voluntary feedings during the preoperative 
period. In this case we were providing 3,200 calories and 160 gm. of protein 
per day with no further progress after the first three weeks. 


It is well established that an ileostomy alone does not prevent weight gain 
or positive nitrogen balance. We have cbserved in every case of food pump 
feedings in the presence of an ileostomy, that the liquefied whole food elements 
used may be excreted by a well adapted ileostomy almost unchanged. This 
occurs even when natural whole foods are administered which are normally 
well tolerated by the complete gastrointestinal system. It is possible that the 
absence of the colon, either anatomically or functionally, renders the remaining 
gastrointestinal tract relatively incapable of tolerating food pump feedings. In 
this particular case the food pump also appeared to inhibit further weight gain 
after an initial rise. With this experience in mind, we elected to re-establish 
ileocolic continuity and discontinue the food pump. The results were most satis- 
factory, as shown in Figure 1. 


Following extensive pelvic irradiation there may be narrowing in the lumen 
of the neighboring colon. In this situation we employ a one-layer anastomosis 
using interrupted, nonabsorbable suture material. Such an anastomosis, if care- 
fully performed, produces less compromise of an already narrowed lumen and 
offers greater chance for success in irradiated tissue. 


Because of the degree of emaciation and malnutrition that accompanies 
some patients with complex surgical problems, attempts at correction and sal- 
vage may appear hopeless. These patients must not be abandoned. With per- 
sistence and determination the severely malnourished and traumatized patient 
can be restored to nutritional balance. The operative risk will be reduced and 
the opportunity for surgical success enhanced. The course of nutritional recov- 
ery and staged surgical procedures will be long. Efforts are many times worth- 
while, as some of these so-called “hopeless” patients can be salvaged. 


SUMMARY 


1. The nutritional and surgical management in a case of severe malnuttri- 
tion and irradiation trauma is presented. 
2. The importance of gastrointestinal continuity in forced food pump feed- 
ing is proposed. 
3. The value of a positive and determined approach in the so-called 
“hopeless” case is emphasized. 
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CONTINUOUS USE OF PREDNISOLONE IN THE TREATMENT 
OF ULCERATIVE COLITIS 


A. MORTON GILL, M.D., F.R.C.P. 
and 
W. I. KENYON, M.B., Ch.B., M.R.C.P. 
London, England 


It is now over a hundred years since ulcerative colitis was first described 
by Jean Cruveilhier, but there is still no general agreement as to the etiology 
and although remissions have been linked with numerous methods of treatment, 
sooner or later relapse ensues. 


When other methods fail, surgical removal of the colon is a life-saving 
procedure, but unless all the large bowel has been resected relapses tend to 
occur (Brooke, 1954), and the provision of an ileostomy is a poor substitute for 
normal defecation. Furthermore, ileostomy has its own hazards. Obstruction has 
been reported by Rogers (1957) and Brooke (1956) and the dangers of ex- 
cessive electrolyte loss from the stoma emphasized by Crawford and Brooke 
(1957). 


Since the publication by Groen (1947) of a small series of cases treated by 
psychotherapy, and the observations on the effects of the emotions on the colon 
by Grace, Wolf and Wolff (1950), psychotherapy and hypnosis have been used 
but have produced disappointing long-term results. 


The introduction of cortisone was followed by a trial of this and allied 
substances. Used as a means of inducing remission it was effective in only a 
proportion of cases and became progressively less effective with each relapse. 
In 109 cases Truelove and Witts (1954) reported a remission in only 41 per 
cent while Kirsner, Sklar and Palmer (1957) in 180 cases, reported a response 
to the initial course in 62 per cent but when relapse followed the response was 
only 40 per cent. Elliot and Carborne (1957) found that steroids did not pro- 
duce a remission in cases of more than two years’ duration. 


PRESENT INVESTIGATION 


At the beginning of January, 1957 an investigation was begun to determine 
the results of long-term continuous treatment of a series of cases of ulcerative 
colitis with prednisolone. No other form of treatment was used and so far the 
period of observation has ranged from 18 months to two and a half years. 


The criteria for diagnosis were the same as those stated by Truelove and 
Witts (1954) namely the history of diarrhea with urgency, flatulence, pain, loss 


From the Gastroenterological Clinic, West London Hospital. 
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of weight; the character of the stool with blood and mucus and the absence of 
pathogens; sigmoidoscopic or proctoscopic appearances and barium enema. 


The series comprises 19 patients, 4 males and 15 females, their ages ranging 
from 19 to 77 years. It is of particular interest that one man originally included 
and who showed no response to prednisolone was found at laparotomy to be 
suffering from Crohn’s disease. 


The severity of the condition was assessed according to the method of 
Truelove and Witts, 12 cases being severe, two moderate and five mild, severe 
cases having six or more motions daily with blood, tachycardia of 90 per minute 
or more, anemia of 75 per cent or less and raised E.S.R. of 30 mm. or more; 
mild having four or less motions daily, no fever, anemia or tachycardia; mod- 
erate being of intermediate degree. Eleven patients were in relapse of whom 
two had had no previous treatment, eight were new cases of whom three had 
failed to respond to other therapy elsewhere. Nine cases had had previous treat- 
ment in the clinic with ACTH or cortisone, six having shown no response and 
three remitted and subsequently relapsed. 


The chief symptoms are summarized in Table I which represents the state 
of the patient at the commencement of prednisolone therapy. 


METHOD AND RESULTS 


The cases were unselected, observed as out-patients, not dieted and except 
for intramuscular iron given to Nos. 14, 18 and 19, received no treatment other 
than prednisolone. As experience was gained it was found that a large initial 
dose was the quickest way of controlling the symptoms, the optimum for most 
cases being 10 mg. four times a day. Occasionally an even higher initial dose 
may be necessary (Case 10, Table II). On this dosage improvement is to be 
expected within one to three weeks and thereafter the dose should be gradually 
reduced to the lowest possible, i.e. below which symptoms begin to return. As 
can be seen from Table II the lowest maintenance dose reached in this series 
is 5 mg. daily, taken by some patients as 2.5 mg. twice daily, by others as 5 mg. 
each night. Rarely the maintenance dose has to be kept at a high level (Case 6, 
Table II). Relapses due to the maintenance dose having been reduced too far 
are prevented by a permanent increase in the dose (Cases 3, 7, 9, Table II). 
Relapses associated with other causes (operations, intercurrent infections, emo- 
tional stress) are cut short by a temporary increase in dose (Cases 5, 14, 16, 
Table II) and some patients learn to do this for themselves at the slightest sign 
of a recurrence (Cases 8, 19, Table II). The three patients who discontinued 
treatment relapsed (Cases 2, 11, 17, Table II). Case 7 had a normal confinement 
in April 1959; pregnancy was uneventful and she continued to take 15 mg. 
daily of prednisolone throughout; she breast fed the infant for two months. 
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We have tried to discover by radiology and sigmoidoscopy whether pred- 
nisolone merely subdues and finally controls activity or whether there is any 
hope that the basic lesion can be induced to heal permanently. 


In only three of the cases so far (Nos. 4, 8 and 15) have the radiological 
appearances reverted to normal. Previously all three showed loss of haustration 
affecting the descending and sigmoid colon. Originally at sigmoidoscopy all 
three had areas of ulceration and bleeding. Now in Case 4 the mucosa looks 
normal, in Case 8 only scars can be seen while in Case 15 the mucosa remains 
friable but without ulceration. Cases 4 and 8 have been under treatment for 26 
and 30 months respectively, Case 15 for 18 months. None are of recent onset 
(Table 1). 


We do not feel that at this stage it would be of any value to do other than 
record the findings. 
SIDE-EFFECTS 


No serious side-effects such as those described by Brooke (1956) and 
Slaney and Brooke (1958) have so far developed. 


Case 5 suffered from boils two months after starting treatment but these 
cleared gradually and finally disappeared as he approached his maintenance 
dose. 


Cases 17 and 18 were operated upon successfully for acute appendictis. 
Case 16 had two attacks of acute bronchitis. 


Moonface was seen in Cases 3, 8 and 10 and excessive weight increase in 
Cases 3, 10 and 14, in each case while on the initial large dose and responding 
in each case as the maintenance dose was reached. 


Edema of the hands and feet occurred in Case 6 and generalized pruritus 
in Cases 6 and 10 while on 60 mg. daily; these symptoms cleared as dosage was 


reduced. 


It is noteworthy that, in contrast to patients with rheumatoid arthritis given 
prednisolone, not one of our patients has as yet had dyspepsia. 


COMMENT 


For the first time in the history of ulcerative colitis it is possible to tell the 
patient confidently that within a week or two of starting to take the tablets the 
symptoms will begin to subside. Many patients with long-standing disease and 
experience over the years of a variety of treatments react to this statement with 
frank disbelief but so far we have not had a failure. The terrible urgency, which 
ruins these people’s lives, is the first symptom to disappear and within a month 
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there should be one or two normal formed stools daily. A few patients continue 
to have mild flatulence. All are astonished and delighted to feel well again and 
able to lead normal lives. The period of observation is not long enough as yet 
to know whether or not this happy state of affairs is permanent but it is en- 
couraging that when relapse threatens, a temporary increase in dosage (for a 
week or two) has so far quickly restored the situation to normal. 


SUMMARY 


Long term continuous treatment with prednisolone of a series of 19 patients 
suffering from chronic ulcerative colitis using a high initial dose and gradual 
reduction to a maintenance dose has successfully induced a remission of the 
disease in every case. Threatened relapses were invariably aborted by a tempo- 
rary increase in dosage and so far, with the period of observation ranging from 
18 months to two and a half years, the 17 patients still on a regular maintenance 
dose remain well. As far as we know this method of treatment has not previ- 
ously been described. 
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PANCREATIC INSUFFICIENCY AND OBSTRUCTIVE JAUNDICE 
DUE TO CHRONIC DUODENAL ULCER 


A Case Report 


ANGELO E. DAGRADI, M.D. 
Garden Grove, Calif. 
and 
RUDOLF SCHINDLER, M.D. 


Sao Paulo, Brazil 


A localized, self-limited inflammation of the pancreas commonly occurs 
when a penetrating peptic ulcer involves this organ. In such instances, an ac- 
companying hyperenzymemia (especially of the serum lipase) may be encoun- 
tered clinically'. The development of a chronic diffuse pancreatitis with pan- 
creatic insufficiency and with obstructive jaundice, however, is an extremely 
unusual complication of duodenal ulcer disease. For this reason, the following 
case history is documented. 


CasE History 


A 63-year old white male was admitted to the Long Beach Veterans Ad- 
ministration Hospital on 11 February 1953. He had enjoyed excellent health 
until 1949 at which time he noted the onset of epigastric pain. X-ray studies 
disclosed the presence of a duodenal ulcer and, with medication and diet, his 
symptoms subsided. Subsequently he experienced frequent, periodic exacerba- 
tion of epigastric pain which responded to food and antacid medication until 
the early part of 1952 when the pain became almost constant and anorexia 
developed with an ensuing weight loss of 50 pounds. The pain was described 
as starting in the pit of the stomach, formation of “gas” would ensue, and the 
distress would radiate to the precordium and throat. Night pain, awakening 
the patient from sleep, was quite troublesome. He categorically denied expe- 
riencing a radiation of pain to his back. He vomited on several occasions. The 
stools were normal in color, frequency, and consistency except that on several 
sporadic instances they were noted to be tarry in appearance. In mid-August, 
1952, he developed severe, generalized pruritus, his skin and sclerae became 
yellow in color, the urine was noted to have darkened and the stools to have 
become pale. An upper gastrointestinal x-ray study performed at this time dis- 
closed a large ulcer crater in the mid-portion of the duodenal bulb (Figs. 1 and 
2). The patient denied using intoxicating beverages, had received no injections 
or blood products, and had taken no hepatotoxic medications. He had not 
experienced intolerance to fatty foods. 


~ From the Gastroenterology Section of the Medical Service, Veterans Administration 
Hospital, Long Beach, Calif. 


708 


Dagradi and Schindler—Pancreatic Insufficiency and Obstructive Jaundice 709 


He was admitted to a hospital on 9 September 1952. Physical examination 
showed him to be undernourished, thin, and icteric. He complained bitterly 
of generalized pruritus. Bilateral marked arcus senilis was noted and the sclerae 
were icteric. The heart and lungs were normal, the blood pressure was 130/80, 
pulse rate 86, and no fever was present. The abdomen was mildly distended 
and tenderness was elicited immediately to the right of the umbilicus. No 
masses were palpable. The remainder of the examination was noncontributory. 


Laboratory data:-WBC, 5,400 with normal differential; hemoglobin, 13.8 
gm.; urine positive for bile; serum amylase, 68 units; blood lipase, 6.0 units; 
24-hour urine diastase, 1,560 units; 24-hour urine urobilinogen, 1.6 mg.; serum 
bilirubin, 2.84; direct bilirubin, 2.18 mg. per cent; indirect bilirubin, 0.66 mg. 
per cent; alkaline phosphatase, 14 units; cephalin flocculation, negative in 48 


Fig. l1—Large ulcer occupying the center of the duodenal bulb (PA _ projection with 
compression ). 


hours; thymol turbidity, 2.2 units; prothrombin time, 100 per cent; B.S.P., 24.6 
per cent retention; serum proteins were normal; blood cholesterol, 215 mg. 
per cent; fasting blood sugar, 98 mg. per cent; stool stercobilinogen was greatly 
decreased. Stool examination showed the stool to be gray-brown in color, 
formed and hard, a trace of occult blood was present, and there was a marked 
increase in fatty acids and free fats. A closed duodenal drainage with mag- 
nesium sulfate stimulation showed the aspirate to be loaded with red blood 
cells and the bile content was markedly decreased. An upper gastrointestinal 
series showed the previously noted large, chronic duodenal ulcer. The duodenal 
loop was normal in appearance. On the three-hour film the stomach was empty. 


Course in hospital:-During a three-week period of observation in this 
hospital, the patient complained constantly of epigastric pain and “gas”, which 
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at times was severe enough to require narcotics. Because of the finding of a 
bloody aspirate by duodenal drainage and of a liver panel indicating an 
obstructive type of jaundice, probably of extrahepatic origin, a diagnosis of 
carcinoma of the ampulla of Vater was considered and exploratory surgery 
was performed on 1 October 1952. At operation a large, hard mass, measuring 
approximately 4x5 cm. was discovered in the first portion of the duodenum, 
with fixation to the head of the pancreas. This was at first thought to be a 
carcinoma until it was demonstrated to be located distal to the pylorus. The 
pancreas was firm and indurated throughout its entire extent. The gallbladder 
was normal in appearance and did not contain any stones. The common duct 
was visualized and did not appear particularly dilated and did not show any 


Fig. 2—Right anterior oblique view of the ulcer crater. 


evidence of an inflammatory process. The liver appeared to be normal. An 
antrotomy was performed and a large, chronic duodenal ulcer was demon- 
strated. A biopsy taken from the wall of the ulcer was reported to show no 
evidence of neoplasm. Bilateral vagotomy and Billroth I procedures were ac- 
complished removing the distal third of the greater curvature, almost the entire 
lesser curvature, and the first portion of the duodenum. Because of extensive 
scarring and induration, the latter structure was dissected free with some dif- 
ficulty, it being necessary to cut through the scar about the duodenum with 
sharp dissection. Study of the excised specimen showed an indolent ulcer in 
the duodenum measuring 3 cm. transversely and 2 cm. longitudinally, extend- 
ing to the very margin of the pyloric ring, and located mainly on the anterior 
wall and overriding the lesser curvature. The ulcer had a rolled, overhanging 
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edge and was indurated and firmly fixed to the underlying muscularis. The 
floor of the ulcer was discolored and nodular. The pathological diagnosis was 
chronic peptic ulcer, proximal duodenum, anterior wall and lesser curvature 
with necrosis of its base. Following surgery the patient made an uneventful 
convalescence. His jaundice and pruritus rapidly subsided and serum bilirubin 
level on 24 October 1952 showed a total bilirubin of 1.0 mg. per cent—direct, 
82 mg. per cent and indirect, 0.18 mg. per cent. He was discharged from 
the hospital on 18 November 1952. When next seen in the Outpatient Clinic 
on 23 December 1952, he had gained 7 pounds in weight but complained of 
having 6 to 10 bowel movements daily which were bulky, oily and fatty. It 
was assumed that this was evidence of the extensive pancreatitis which had 
been noted at surgery. He was treated with small doses of pancreatic extract 
but his diarrhea persisted. He was admitted to the Long Beach Veterans Ad- 
ministration Hospital on 11 February 1953 complaining of passing large oily. 
bubbly and greasy, pale stools 8 times daily. His appetite was good but he had 
not gained weight since his surgery two months previously. Physical exami- 
nation at this time showed findings essentially unchanged from those of the 
preceding examination, with the exception of a long healed abdominal scar 
resulting from the recent surgical operation. 


Laboratory data:—Upper gastrointestinal series showed a subtotal gas- 
trectomy with a well-functioning gastroduodenostomy. An oral cholecystogram 
showed the gallbladder to be normal. Stool analysis following Schmidt Test 
diet was positive for muscle fibers and for free fat in large amounts. Urinalysis 
was normal. Glucose tolerance test was characteristic for subtotal gastric re- 
section and showed no evidence of diabetes mellitus (FBS, 98 mg. per cent; 
% hour, 204 mg. per cent; 1 hour, 269 mg. per cent with a trace of sugar in 
the urine; 2 hours, 67 mg. per cent with 2+ glycosuria; 3 hours, 73 mg. per 
cent with a trace of sugar in the urine). Serum amylase, 86 units; serum lipase, 
0 units; bromsulfalein, negative; liver function tests all within normal range. 


The patient was placed on a relatively low-fat diet and was given large 
doses of pancreatin to take with his meals, and supplementary vitamins. 
Shortly after initiation of this therapy he began to have formed stools of nor- 
mal frequency (twice daily) and stool analysis demonstrated a marked reduc- 
tion in the degree of steatorrhea and creatorrhea. He was discharged from 
the hospital on 11 March 1953, having gained 9 pounds in weight in 19 days’ 
time. He was subsequently followed for a period of one year and remained 
well and asymptomatic on the above regimen. He expired suddenly in June, 
1955, probably of an acute myocardial infarction. Autopsy was not obtained. 


CoMMENT 


When one considers the anatomic relationship of the duodenum to the 
biliary tract, the frequency of duodenal ulcer disease, and the frequency with 
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which it becomes complicated by perforation, it is indeed remarkable that 
clinical jaundice is so rarely encountered in this condition. 


Obstructive jaundice may result from duodenal ulcer in several ways: 


1. Ulceration of the second portion of the duodenum may occur in close 
proximity to the ampulla of Vater or the common bile duct, and the ensuing 
inflammatory and cicatricial changes may create an obstruction to the bile 
flow?*, 


2. Penetration of an ulcer of the duodenal bulb into the hepatoduodenal 
ligament may, by inflammatory and cicatricial changes, result in partial or 
complete occlusion of the common bile: duct*’. 


3. Penetration of an ulcer of the first portion of the duodenum into the 
gallbladder may involve the biliary passages through spread of the inflam- 
matory reaction with resultant impairment of the flow of bile*. 


4. Inflammation of the head of the pancreas with compression of the 
common bile duct may result either from a direct involvement of this organ 
by a penetrating duodenal ulcer or by extension of the inflammatory process, 
created by the ulcer, into the head of the pancreas via the lymphatic path- 
ways’. 


In the case we have presented, the large chronic duodenal ulcer involved 
the anterior wall and lesser curvature aspect of the bulb and an inflammatory 
reaction contiguous with the head of the pancreas eventuated. Despite the 
absence of penetration of the lesion into the pancreas, inflammation of this 
organ ensued with resulting compression and partial obstruction of the com- 
mon bile duct. It is presumed that the enzymatic function of the organ was 
compromised both as a result of the concomitant obstruction of the pancreatic 
ductal system and as a result of the interstitial inflammation which spread 
throughout the gland. The function of the islet cells remained intact. 


It is possible that the surgical attack on the ulcer may have added a 
further insult to the already damaged pancreas resulting in pancreatic insuf- 
ficiency. During the patient's convalescence from his surgical operation, how- 
ever, there was no clinical indication that a traumatic pancreatitis had been 


produced. 


Surgical excision of the inflammatory mass resulted in correction of the 
obstructive jaundice. The degree of obstruction to the flow of bile in this case 
was only partial. This finding is in agreement with the observation of Smith 
and Rivers that they have never encountered complete or permanent closure 
of the duct as a result of inflammatory changes created by duodenal ulcer 
(two cases ). 
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The pancreas is the organ most frequently involved by the complication 
of penetration of a duodenal ulcer. In a study of 70 consecutive surgical 
operations on patients having a perforated duodenal ulcer, 50 proved to have 
penetrated into the pancreas’. Despite the frequency of involvement of this 
organ in cases of complicated duodenal ulcer, the occurrence of jaundice in 
association with this phenomenon very rarely develops. For this reason, when 
one is confronted with the clinical picture of obstructive jaundice, a clinical 
diagnosis of neoplasm of the biliary passages (as occurred in our case) or 
common duct stone, will have the foremost consideration, despite the fact 
that the anamnesis and the x-ray findings may be highly characteristic of a 
complicated duodenal ulcer. 


SUMMARY 


We have described the case history of a patient j whom a chronic 
ulcer of the first portion of the duodenum produced a vnronic pancreatitis 
with pancreatic insufficiency, and who presented himself with a clinical pic- 
ture of partial obstruction of the common bile duct. 


The rarity of this condition is emphasized as well as the difficulty in 
making a correct clinical diagnosis. 


The various ways in which chronic ulcer of the duodenum may produce 
jaundice have been described. 
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THE USE OF N-ETHYL-3-PIPERIDYL-DIPHENYLACETATE- 
HYDROCHLORIDE (DACTIL®) IN THE TREATMENT OF 
GASTROINTESTINAL DISORDERS* 


J. ALFRED RIDER, M.D., Ph.D. 
HUGO C. MOELLER, M.D., Ph.D. 
and 
JENNIE LEE, M.D.t 
San Francisco, Calif. 


During the past few years a new group of anticholinergic drugs with 
antispasmodic effects has been developed. Preliminary clinical investigation 
indicates that these drugs produce almost none of the usual side-effects of 
anticholinergic agents such as urinary retention, dryness of the mouth, and 
blurring of vision. This group of compounds consists of substituted acetic 
acid esters of N-alkyl-3-hydroxypiperidine, one of which, N-ethyl-3-piperidyl- 
diphenylacetate-hydrochloride (Dactil®), is particularly interesting, since it is 
unique in having topical anesthetic properties. Furthermore, no toxic effects 
resulting from the clinical use of this compound have been reported. 


It is the purpose of this paper to summarize the results obtained with the 


use of Dactil in the treatment of various gastrointestinal disorders. 


CHEMISTRY AND PHARMACOLOGY 


Dactil, the structural formula of which is given in Fig. 1, is a white, 
crystalline, nonhygroscopic solid, soluble in water and stable after autoclaving. 
Long & Keasling' reported that in rats and dogs Dactil “. . . was relatively 
inactive as an inhibitor of lacrymation and depressor responses, but was rela- 
tively active as an inhibitor of acetylcholine-induced gut spasm.” Pomeranze 
et al? showed the effectiveness of Dactil as an anesthetic agent on the sciatic 
nerve-gastrocnemius muscle preparation of the rat. Furthermore, they reported 
a local anesthetic action of Dactil when tested on the conjunctivae of the rabbit 
eye. In contrast, Banthine®, Antrenyl®, atropine, and Trasentine® were ineffec- 
tive as local anesthetics at the same concentration. Seager**> has shown that 
Dactil is effective in the prevention and treatment of cardiac arrhythmias, which 
seemed to be the result, in part, of a decrease in irritability in and prolongation 
of the refractory period of the auricles. The lack of toxicity has been demon- 
strated by the fact that it is possible to give daily, to rats, dogs, and monkeys, 
20 mg. per kg. parenterally, or 100 mg. per kg. orally for periods of time up 

*This study was supported in part by a grant-in-aid from the Lakeside Laboratories, 
Inc., Milwaukee, Wisc. 


tFrom the Department of Medicine (Gastrointestinal Clinic), University of California 
School of Medicine, San Francisco, Calif. 
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to 8 months in length without toxic effects. Schueler* found that when tested 
on the cat’s nictitating membrane, as much as 30 mg. per kg. did not repress 
responses to preganglionic stimulation. He also found in studies in which the 
guinea-pig ileum was stimulated with acetylcholine that Dactil produced com- 
petitive inhibition of acetylcholine effects. Seager’ reported that acetylcholine- 
induced spasms were abolished in strips of upper intestine of rabbit and 
segments of rat uterus. In experiments on the duodenum of anesthesized dogs, 
spontaneous activity was diminished by administration of Dactil, 2 mg. per 
kg. and temporarily abolished by administration of 4 mg. per kg. When the 
mydriatic activity of Dactil was compared to atropine by instillation of these 
agents into the rabbit's eye, the partial mydriasis induced by Dactil lasted less 
than one-half hour, while the effects of atropine persisted more than 4 hours. 


Previous CLINICAL RESULTS 
Weinberg et al* reported excellent to good results in the treatment of the 
majority of a group of patients whose diagnoses included cardiospasm, dia- 


N-ETHYL-S-~- PIPERIDYL- 
DIPHENYLACETATE - HYDROCHLORIDE 


C.Hs- HCI 
Fig. 1 


phragmatic hernia, duodenal ulcer, spastic colon, and intestinal hypertonicity. 
The dose ranged from 10 mg. to 50 mg. 4 times daily. Necheles et al® reported 
Dactil to be effective in the treatment of 4 cases of cardiospasm. They also 
reported good clinical results in two-thirds of a group of patients diagnosed 
as having biliary dyskinesia and spastic colon. In another report, Jefferson and 
Necheles”® found Dactil to be effective in the treatment of urinary-tract spasm. 
They also reported that the intramuscular injection of as much as 250 mg. of 
Dactil was well tolerated. 


PRESENT STUDY 


Fifty-five unselected patients who visited the Gastrointestinal Clinic of 
the University of California Medical Center were used to evaluate the effect 
of Dactil clinically. The ages ranged from 23 to 78 years; there were 29 females 
and 26 males. Complete medical histories and results of physical examinations 
were recorded for all patients; routine blood counts, urinalyses, and x-rays of 
the esophagus, stomach, duodenum, gallbladder, and colon were also obtained. 
Thirty-seven patients were diagnosed as having functional gastrointestinal dis- 
turbances, manifested by symptoms such as abdominal cramps, vague abdom- 
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inal pain, bloating, flatulence, heartburn, diarrhea and constipation. Of the 
remaining 18, 6 had duodenal ulcers, 3 had gastric ulcers, 2 had hiatal hernias, 
2 had diverticulosis, 2 had postgastrectomy syndromes, 1 had a duodenal diver- 
ticulum, 1 had hypertrophic gastritis, and 1 had postamebic colitis. All patients 
had been previously prescribed a bland diet and a preparation containing 
phenobarbital, .016 mg., and belladonna, .008 mg., 4 times daily; however, 
their symptoms persisted with little improvement. For this reason, their condi- 
tions were classified as “chronic” and they were considered to be resistant to 
therapy. 


TABLE I 
CumicaL Resutts Dacti in 55 Patients 
Excellent Good Fair No effect 
Functional bowel distress 8 14 3 12 
Duodenal ulcer 3 2 ~ 1 
Gastric ulcer 1 _ 1 1 
Hiatus hernia 1 1 
Duodenal diverticulum - _ 1 
Postamebic colitis 1 
Total 12 19 5 19 


The patients continued to be prescribed bland diets; but all previous 
medications were discontinued, and instead they were given Dactil in a dosage 
range of 50 mg. 3 times daily to 100 mg. 4 times daily. The duration of therapy 
ranged from 2 weeks to 2 years, and the patients were seen at regular intervals 
of 2 to 6 weeks. Progress was defined as follows: “excellent” indicated that the 
patient was asymptomatic; “good” indicated a marked to moderate improve- 
ment with only occasional symptoms; “fair” indicated some slight degree of 
improvement; and “no effect” indicated no improvement (Table I). 


RESULTS 
Twelve patients’ progress was classified as excellent; that of 19, as good; 
of 5, as fair; and of 19, as no effect. 
SIDE-EFFECTS 
The only reported side-effect was slight transitory nausea in one patient. 
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REPRESENTATIVE CASES 


The following 3 case reports are representative of the therapeutic results 
obtained with use of Dactil. 


Case 1:—H. B., a 39-year old, white, married female came to the Gastro- 
intestinal Clinic with complaints of cramping pains in the epigastrium and 
left upper quadrant; nausea and vomiting; and alternating constipation and 
diarrhea. Bloating and belching after ingestion of onions, radishes, and cabbage 
were part of the symptom-complex. 


The physical examination revealed no abnormality except a tender, easily 
palpable descending colon. Routine blood counts and urinalysis were normal. 
A sigmoidoscopy was negative to 24 cm. The gastric analysis revealed normal 
acidity. X-rays of the gallbladder, stomach, colon, chest, and lumbrosacral 
vertebrae were negative. 


Clinical course:—After failure of a regimen which included a bland diet 
and phenobarbital and belladonna to relieve symptoms, the patient was given 
Dactil, 50 mg. 4 times daily, for 3 months. One month after institution of 
therapy vomiting had ceased, and abdominal pain was less frequent; however, 
constipation and diarrhea continued to be troublesome to the patient. The 
final diagnosis was functional bowel distress, and the clinical result was judged 
as fair. 


Case 2:—M. S., a 78-year old, white, married female came to the Gastro- 
intestinal Clinic with complaints of sharp pains across the upper abdomen and 
severe constipation of 2 years’ duration. The pains occurred from several 
minutes to one hour after meals and were not relieved by food. A 40-pound 
weight loss during 2 years was attributed by the patient to restriction of food 
intake because of postprandial pains. 


Routine blood counts and urinalysis were normal. Sigmoidoscopic exam- 
ination to 20 cm. was negative. X-rays of the gallbladder and stomach were 
normal. Multiple diverticula of the colon were demonstrated by x-ray examina- 
tion of the colon. 


Clinical course:—The patient was prescribed a low-residue diet, milk of 
magnesia, and phenobarbital, 15 mg., 4 times daily. She continued to have 
abdominal pains intermittently. Dactil, 50 mg. 4 times daily, was prescribed 
in addition to the above. She reported relief from the severe shooting pains 
across the upper abdomen and was comfortable for the first time in 2 years. 
The patient’s progress was judged as good. 


Case 3:—A. W., a 38-year old, white, married female was seen in the 
Gastrointestinal Clinic because of complaints of severe, generalized, abdominal 
pain, nausea, bloating, and flatulence of one year’s duration. She had been 
prescribed various antispasmodics and a bland diet without relief. 
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Except for moderate obesity and generalized subjective abdominal ten- 
derness the physical examination revealed no pathological condition. 


Routine blood counts and urinalysis were normal. A sigmoidoscopic ex- 
amination to 25 cm. was negative. The gastric analysis revealed 20 units of 
free HCl in a basal specimen. X-rays of the gallbladder, esophagus, stomach, 
small bowel, and colon were all negative. 


Clinical course:—The patient was prescribed a bland diet and elixir of 
phenobarbital and belladonna 4 times daily. There was little relief from flatu- 
lence and abdominal pain during the next 4 months. Then Dactil, 50 mg., 4 
times daily, was prescribed. The patient obtained prompt and complete relief 
of abdominal pain. The clinical impression was functional bowel distress. The 
patient’s progress was judged to be excellent. 


CONCLUSIONS 


Dactil appears to be a safe and effective drug for the treatment of gastro- 
intestinal problems in patients whose symptoms are primarily due to gastroin- 
testinal spasm. This drug has, in addition to its spasmolytic effect, a direct 
local anesthetic effect which may account for some of its value. In the doses 
used clinically (50-100 mg., 4 times daily), Dactil is practically free from side- 
effects. Of the patients described in the present study, 31 of a total of 55 had 
excellent to good relief of symptoms. Since these were patients with chronic, 
resistant, functional problems, this figure represents a high rate of salvage. 
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THE SYMPTOMATIC, EXAGGERATED GASTROCOLIC REFLEX: 
ITS RELIEF BY AN ORAL, TOPICAL ANESTHETIC 
(OXETHAZAINE HYDROCHLORIDE )* 


O. M. JANKELSON, M.D. 
and 
I. R. JANKELSON, M.D., F.A.C.G. 
Boston, Mass. 


The gastrocolic reflex, an increase in propulsive activity of the colon in 
response to the introduction of food into the stomach’, is present in healthy 
individuals as well as patients with alterations of the gastrointestinal tract. 
It was first described by Macewen in 1904’, and ample confirmation by obser- 
vations in humans and experiments in animals has been obtained. There have 
been, however, few references to it in the literature following Welch’s review 
in 1926*. Douglas and Mann‘ in 1940 indicated that at least in dogs the “gastro- 
ileal” reflex is not identical with the gastrocolic. McCann* described symptoms 
suggestive of the overactive gastrocolic reflex as an integral part of the “omental 
adhesions” syndrome. In his group of patients severe abdominal pain occurred 
immediately after eating, associated with chronic constipation and a well- 
established cathartic habit. The reflex persists after denervation of the stomach 
by combined sympathectomy and vagectomy*®. Despite the paucity of recent 
papers the reflex is accepted by most practitioners on the basis of their own 
clinical observations. 


In the normal individual the gastrocolic reflex is manifested by the well- 
known increased urge to defecation, especially after breakfast’. On the other 
hand, in the presence of diseases of the gastrointestinal tract this normal 
mechanism may be intensified to the point of producing frequent bowel move- 
ments*. In such instances symptomatic therapy can be directed towards the 
stomach, the starting point of the reflex arc. 


The use of topical anesthetics was suggested by the demonstration that 
they are effective in the gastrointestinal tract*. A potent, palatable, nontoxic 
topical anesthetic, oxethazaine HCl, has recently been developed. On applica- 
tion to the gastrointestinal tract of experimental animals it has been shown 
to be far more potent than cocaine or lidocaine. In isolated rabbit jejunal loops 
but not in vivo in the dog duodenum it has a spasmolytic action. It has been 
used clinically with success in several gastrointestinal diseases, notably peptic 
esophagitis®. No toxic effects have been observed. For these reasons we con- 


*From the Gastrointestinal Clinic of the Boston City Hospital, Boston, Mass. 

Supported in part by a grant from Wyeth Laboratories, Incorporated, Philadelphia, Pa. 

The aluminum hydroxide gel with oxethazaine hydrochloride was supplied by G. E. 
Farrar, M.D. of the Wyeth Laboratories. 
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sidered its use as an 0.2 per cent suspension in aluminum hydroxide gel for 
instances of exaggerated gastrocolic reflex. 


Case REPORTS 


Case 1:—A 37-year old male complained of “diarrhea” without blood or 
mucus. The loose stools were accompanied by rectal urgency. They occurred 
only after meals. Physical examination was noncontributory. X-ray examination 
of the upper gastrointestinal tract, small bowel, and colon were negative. 
Oxethazaine in the dosage of one tablespoonful immediately before meals 
produced a prompt subsidence of symptoms. 


Case 2:—A 33-year old male, who had had a duodenal ulcer demonstrated 
previously by x-ray, complained of epigastric and lower abdominal pain. The 
epigastric pain occurred one to two hours after meals and was relieved by 


TABLE I 


ErFrect oF OXETHAZAINE ON EXAGGERATED GASTROCOLIC REFLEX 


Sex | Underlying Disease Symptom Response 


Anxiety P.C. Diarrhea | Normal Bowel Movements 

Duodenal ulcer P.C. Cramps | Cramps Abolished 

Regional enteritis Diarrhea Decrease in Diarrhea 

Anxiety P.C. Flatus Flatus Abolished 

Subtotal gastrectomy | Diarrhea Diarrhea Diminished, Especially P.C. 
Anxiety P.C. Diarrhea | Normal Bowel Movements 


milk. The lower abdominal pain was intensified by feedings and ameliorated 
by the passage of flatus or stool. Physical examination was noncontributory. 
A barium enema failed to reveal any pathology. On upper gastrointestinal - 
series the duodenum was scarred and an ulcer crater was demonstrated. He 
was placed on the usual ulcer regime plus oxethazaine, 1 teaspoonful before 
meals. Within a few days the immediate postprandial pain was markedly 
ameliorated; it was completely relieved in two or three weeks. The ulcer 
responded in the usual manner to therapy. 


Case 3:—A 58-year old female with known regional enteritis of many 
years’. duration had been relatively well on symptomatic medical therapy, 
including tincture opii camphorata. She had 3 to 5 bowel movements per day 
frequently after meals. Physical examination was within normal limits; there 
was no evidence of obstruction, fistula tract formation, or abscesses. On x-ray 
examination there was narrowing, irregularity, and rigidity of the terminal 
ileum. Oxethazaine, 1 teaspoonful before meals, was substituted for the pare- 


Case Age || 
37 
2 33 
3 58 
4 54 
5 49 
6 60 


Jankelson and Jankelson—Symptomatic Exaggerated Gastrocolic Reflex 721 


goric; a decrease in the number of bowel movements, especially after eating, 
occurred promptly and persisted despite emotional upsets, which previously 
had been accompanied by an increase in the diarrhea. 


Case 4:—A 54-year old female, an executive in an accounting firm, had 
been generally in good health. Recently, concomitant with an increased situa- 
tional stress, she had developed marked “gas”. There was considerable flatus 
after meals but no belching, paresthesias, light-headedness, or fainting. She 
was obviously concerned about the significance of this symptom. Physical exam- 
ination was within normal limits. X-rays of the upper and lower gastrointestinal 
tract failed to reveal any pathology. Oxethazaine, 2 teaspoonfuls % hour before 
meals, afforded complete relief within a few days. 


Case 5:—A 49-year old female had had a subtotal gastrectomy without 
vagotomy. Following this there had been persistent diarrhea for which, despite 
extensive investigation and various therapeutic maneuvers, no discernible 
cause other than the gastrectomy had been discovered. When oxethazaine was 
given before meals there was little over all change in the number of movements 
but the patient volunteered the information that the tendency to urgent defe- 
cation after meals was abolished. 


Case 6:—A 60-year old female presented with essentially the same com- 
plaints as those in Case 1. In essence her only symptom was urgent, distressing 
postprandial defecation. Physical examination and barium enema were within 
normal ‘limits. One tablespoonful of oxethazaine before meals produced rapid 
and complete relief and a normal defecation pattern was instituted. 


CoMMENTS 


In these six patients the normal mechanics of the gastrocolic reflex had 
been exaggerated to the point of producing symptoms. In 3 the hyperactive 
reflex was associated with a disease process involving the gastrointestinal tract: 
regional enteritis, duodenal ulcer, and a postsubtotal gastrectomy state respec- 
tively. In these 3 patients the primary disease dominated the picture but the 
symptoms associated with the exaggerated gastrocolic reflex were prominent 
and caused some diagnostic difficulty, most notably in Case 2. 


In the remaining 3 patients the clinical picture was predominately that of 
an anxiety reaction with a somatic component referred to the gastrointestinal 
tract. In these 3 patients the relationship between meals and the symptoms 
were striking. Furthermore, the gastrointestinal complaints were predominant, 
symptomatic therapy was warranted, and the relief afforded was gratifying to 
both patient and physician. 


These 6 patients display some of the possible variations of the reflex. In 
the healthy individual the reflex functions without producing an unpleasant 
awareness, resulting in what is construed as a normal desire to defecate. When 
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the reflex is altered, whether by organic disease or functional disturbances, the 
response is exaggerated and symptoms occur. They may consist of abdominal 
cramps or increased frequency in the passage of stool or flatus. Diagnosis 
depends on the demonstration of the occurrence of the symptoms immediately 
after eating. 


Therapy effective against this troublesome symptom is desirable. The use 
of constipating agents may be unpleasant and anticholinergics are ineffective 
against the colon. In this group of patients with an exaggerated, symptomatic 
gastrocolic reflex a striking and consistent relief was afforded by the use of a 
potent, palatable topical anesthetic applied to the upper gastrointestinal tract. 


SUMMARY 


The gastrocolic reflex occurs asymptomatically in the normal individual. 
It may be present in an exaggerated form, producing symptoms, in patients 
with diseases involving the gastrointestinal tract. 


Striking and consistent relief of symptoms produced by a hyperactive colic 
reflex was afforded by the use of a potent palatable topical anesthetic given 
by mouth. 
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THE THERAPEUTIC USE OF D-GLUCITOL IN VARIOUS DISORDERS 
OF THE BILIARY AND INTESTINAL TRACTS 


CHARLES M. ROTHBURD, B.S., M.D., F.A.C.G. 
New York, N.Y. 


D-glucitol is one of those ubiquitous substances for which new applica- 
tions are constantly being discovered. In the past, it has been used as a 
stabilizing agent’, as a sweetening agent and softener for candy’, as a diuretic’, 
and more recently as a potentiator of Biz absorption’. 


It also has two effects on the gastrointestinal tract which have been put 
to good therapeutic use. The first, and more important, was originally dis- 
covered by Sabatini and Gigante® in 1942 when they found that it had a 
contractile effect on the gallbladder. This work was extended by Seitz® in his 
demonstration that, in contradistinction to oral administration, the intravenous 
route had no effect on the gallbladder; he then theorized that its cholecysto- 


TABLE I 


ReEsutts IN Bmary Tract DIsEAsSE 


Worse 


Unimproved 


Moderate 
Improvement 


Marked 


Improvement 


A. Calculous disease 
1. Cholelithiasis 
2. Choledocholithiasis 
B. Noncalculous disease 
1. Chronic cholecystitis 
2. Postcholecystectomy syndrome 
3. Dilated common duct 


1 (6.2%) 
1 
0 
2 (6.4%) 
1 
1 
0 


8 (50%) 
8 

0 

14 (45.1%) 
6 

8 

0 


7 (43.7%) 
6 
1 

15 (48.3%) 
9 
5 
1 


kinetic effect was due to the stimulation of a gastrointestinal reflex. Porcher 
and Caroli’ substantiated Seitz’s theory by means of their radiomanometric 
and radiocinematographic methods with which they were able to show that 
D-glucitol synchronously induced contraction of the gallbladder and relaxa- 
tion of the sphincter of Oddi. In delineating the cholecystographic effect of 
D-glucitol, Tirsch* found that 13.5 gm. produced a gallbladder contraction 
that began in the fundus 15 to 20 minutes after ingestion and progressed to 
the body, reaching a peak with maximum opacification at 30 minutes. The 
findings of Piccinelli and Timossi® were essentially the same. Porcher and 
Caroli’ reported better visualization of the cystic and common bile ducts with 
D-glucitol than with the conventional fatty meal. 
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In translating these pharmacological findings into therapy, Leavitt’? used 
D-glucitol compounds in 35 cases of biliary tract disease—including patients 
with cholelithiasis, chronic noncalculous cholecystitis, functional biliary dyski- 
nesa and the postcholecystectomy syndrome—and found that all of his pa- 
tients showed significant symptomatic improvement. Chaikin’s series’ with a 
D-glucitol compound consisted of 38 cases with a similar distribution, 86.7 
per cent of whom obtained excellent results. Dons and Klaerke’ reported 
similar results in 81.8 per cent of 22 patients. 


The second important gastrointestinal effect of D-glucitol is its enhance- 
ment of colonic motility. Ellis and Krantz’* were among the first to report this 
and considered it a disadvantage in the use of D-glucitol. Piccinelli and 
Timossi®, and Wissmer’* held the same view in their therapeutic reports, but 
Leavitt’® put this principle to good therapeutic advantage when he success- 
fully treated with D-glucitol 23 cases in his series who complained of consti- 
pation. 


This report is based on the therapeutic results obtained with both these 
pharmacological effects of a preparation® containing 4.5 gm. of D-glucitol 
and 1 mg. of homatropine methylbromide per 5 ml., in a group of 65 patients 
suffering from various disorders of the biliary and intestinal tracts. 


MATERIALS AND METHODS 


This series of 65 was gleaned from an original group of 72, seven of 
which could not be adequately evaluated because of poor follow-up. Of this 


series, 43 were females and 22 males, more than a half of whom were over 50. 


The patients were divided into two nosological groups: those with biliary 
tract and those with extrabiliary disorders distributed as follows: 


A. Biliary tract disorders 47 


1. Calculous 
a. Cholelithiasis 
b. Choledocholithiasis 


2. Noncalculous disease 
a. Chronic cholecystitis 
b. Postcholecystectomy 
syndrome 
c. Dilated common duct 


B. Extrabiliary tract disorders 


*Probilagol, supplied by The Purdue Frederick Company, New York, N.Y. 
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Functional dyspepsia, associated 
with constipation 
Duodeaitis 
Prolapsed gastric mucosa into 
duodenum 1 
4. Hiatus hernia 1 
5. Pancreatitis 1 


Of the patients with chronic noncalculous cholecystitis, seven demon- 
strated delayed emptying of the gallbladder and fcur nonvisualized gall- 
bladders; two of the former had radiologic evidence of duodenitis and one 
of the latter had had an upper gastrointestinal hemorrhage of unknown 
etiology. One patient with cholelithiasis had an associated hiatus hernia and 
another had had a myocardial infarction. One patient with postcholecystec- 
tomy syndrome had a chronic relapsing pancreatitis, and another, cardio- 


TABLE II 


REsuLts iN Extrapmiary Tract DisornpEeRs 


Moderate Marked 
Unimproved | Improvement | Improvement 


Functional dyspepsia ' 5 (41.5%) 6 (50%) 
Duodenitis 1 1 
Pancreatitis 


1 
Prolapsed gastric mucosa 0 
Hiatus hernia 0 


spasm. One case of chronic noncalculous cholecystitis had diabetes. None of 
the cases of extrabiliary gastrointestinal disorders associated with biliary tract 
disease is included in the group classified as extrabiliary tract disorders. 


Of the 18 patients with extrabiliary disorders, 12 suffered from a func- 
tional type of dyspepsia characterized by constipation, abdominal distention, 
pyrosis, eructations and flatulence, and showed no radiological evidence of 
gastrointestinal disease. Among the remainder were three with duodenitis 
demonstrated radiographically by means of considerable coarsening of the 
duodenal mucosal pattern, and one each with hiatus hernia, pancreatitis, and 
prolapsed gastric mucosa. All had suffered from their symptomatology for 
from three months to 20 years prior to therapy with Probilagol and had been 
chosen for this study because of failure of other preparations to give them 
relief for the duration of their symptoms. In all a definite pattern of com- 
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plaints had resulted that had remained constant throughout the duration of 
their illnesses. 

Treatment was started with 1 teaspoonful % hour before meals in 58, 
% teaspoonful % hour before meals in 6, and % teaspoonful twice daily in one. 
Most patients were seen and examined at weekly intervals for four weeks and 
again after three months. Results were graded as markedly improved, mod- 
erately improved, not improved, or worse, depending on the degree to which 
their established symptom-complex had been altered. Symptoms evaluated 
were fat tolerance, pain, abdominal discomfort, right upper quadrant abdominal 
pain, nausea, vomiting, appetite and eructations. 


REsuLTS 


Thirty (46.1 per cent) of the entire group showed marked improvement 
and 30 (46.1 per cent) showed moderate improvement, making a total of 60— 
or 92.2 per cent—who demonstrated significant clinical improvement on therapy 
with this preparation. Four (6.2 per cent) remained unimproved and one (1.5 
per cent) became worse. 


Of the patients with biliary tract disease, there was no significant differ- 
ence between those with calculous and those with noncalculous disease, 93 
per cent of each group showing a gratifying response. The excellent response 


of the patients with calculi, however, is a most significant observation. It was 
anticipated that these patients might not react well to a preparation whose 
primary effect is motor stimulation of the gallbladder. In all but one case, 
however, the pain was significantly relieved, and in the remaining case it did 
not increase in severity. No instance of obstructive jaundice was noted at any 
time during therapy. 

Of the seven noncalculous cases with delayed emptying of the gallbladder 
and the four with nonvisualized gallbladders, six and four respectively showed 
significant clinical improvement. Thirteen of the 14 cases of postcholecystec- 
tomy syndrome also showed significant symptomatic improvement. 


In the group with extrabiliary tract disorders, 11 of the 12 with functional 
dyspepsia associated with constipation showed significant relief of their sym- 
toms, and in all these the constipation was considerably improved; in the re- 
maining case, constipation and the associated symptoms remained unimproved. 
Of the six other cases in this group, five likewise showed significant sympto- 
matic improvement and one, a case of duodenitis, became worse, the only 
instance of this type in the entire series. 


CoMMENT 


That 92.2 per cent of these 65 “hard core” cases, 100 per cent of whom 
had failed to respond to previous therapeutic regimes, were symptomatically 
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benefited to a significant degree by this D-glucitol preparation (Probilagol) 
is a gratifying result. It is particularly important since these patients are seen 
so frequently in the physician’s office and so often represent a vexing thera- 
peutic problem. Many of them require palliative therapy while undergoing a 
diagnostic work-up. Since this group of patients already have a working clin- 
ical diagnosis of biliary tract disease, they will undoubtedly derive a good 
degree of benefit from this preparation. Based on the results obtained in this 
study, this type of therapy has particular value in those patients with chole- 
lithiasis who are either awaiting surgery or in whom surgery is contraindicated. 


Rose"*."® has provided a rationale for the therapeutic use of the cholecysto- 
sphincteric effect of D-glucitol by his demonstration—through serial cholecys- 
tography, duodenal intubation and preoperative manometry and radiography— 
that pathology of the biliary tract is usually associated with a dysfunction of 
the tract’s motor function and that very often this dysfunction may be present 
even in the absence of pathology. The dysfunction basically consists of a dis- 
turbance of the coordinated contraction of the gallbladder and relaxation of 
the sphincter of Oddi, the most common symptoms of which are those studied 
in this series of patients. It is entirely reasonable to assume, therefore, that 
Probilagol acts by attempting to revert this disturbed mechanism to normal. 


Symptoms of functional dyspepsia associated with constipation are usually 
held to be due to a generalized hypotonia of the gastrointestinal tract which is 
reflected symptomatically in gastric and duodenal “stasis”; it is hence logical 
to predicate that laxation by any means should be effective in relieving these 
symptoms. It has been reported’”"*, however, that distention of the cecum— 
as in constipation—results in gallbladder hypotonia and sphincteric spasm; 
since these provide a basis for the dyspeptic symptoms associated with consti- 
pation, a second rationale exists for the use of D-glucitol in these cases. 


SUMMARY AND CONCLUSIONS 


1. A cholecystokinetic preparation containing 4.5 gm. of D-glucitol and 
1 mg. of homatropine methylbromide per 5 ml. (Probilagol) was found to be 
significantly effective in improving the symptoms of 92.2 per cent of 65 cases 
with biliary tract disease or disorders of intestinal motility. 


2. It was found to be of particular value in the management of chole- 
lithiasis and in 93.3 per cent of the cases resulted in significant relief of pain; 
in no instance, in this series, was an attack of biliary colic induced. 


3. It was found to be of equal value in the treatment of noncalculous 
cholecystitis, the postcholecystectomy syndrome, and the dyspeptic symptom- 
complex associated with constipation. 


4. Its rationale lies in the correction of the disturbed cholecystosphincteric 
mechanism which may be due to biliary tract pathology, an inherent (func- 
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tional) disturbance in the nonpathological biliary tract or a reflex effect from 
a hypomotile colon. 
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CLINICAL EXPERIMENT WITH DITHIAZANINE IODIDE IN BOGOTA 


ALBERTO ALBORNOZ-PLATA, M.D.* 
Bogot4, Colombia 


INTRODUCTION—PLAN OF STUDY 


We have used Dithiazanine Iodide, Lilly, a polyantihelminthic used for the 
first time in Bogotd, in three different groups of patients—in children, in preg- 
nant women, and in adults who at the same time had another concomitant 
gastroenterological disease or with digestive repercussion, in addition to intestinal 
parasitism, in order to appreciate and evaluate the different contraindications 


of this new drug. 


To obtain this material we used children and pregnant women who visit 
the Hygiene Center No. 12 of Bogotd, next to the Hygiene High School, a 
dependency of the Universidad Nacional de Colombia; patients from the 
gastroenterology department in the Instituto Colombiano de Seguros Sociales; 
and patients from private gastroenterological practice. 


In our experiment we used enteric tablets of Dithiazanine Iodide, Lilly 
(“Telmid”), 200 mg. 


Since it was the first time the drug was being used in Bogota and we had 
no direct reference on it, excepting the numerous written reports from other 
investigators, we tentatively administered the drug to small groups of children 
and adults, and since we noticed a certain degree of intolerance, which was 
always slight, in the majority of the patients, we decided to give it to the 
groups of patients that are the subject of this paper, in combination with anti- 
spasmodics and/or alkaline substances. 


Dithiazanine Iodide (Telmid, Lilly) was discovered in the Lilly Labora- 
tories, of Indianapolis. It is a polymethine (methine, dicarbocyanine, or cyanine) 
blue dye. The term “cyanine” does not imply a relationship to cyanide, but it 
refers to the blue color. Its chemical designation is 3, 3-diethylthiadicarbocyanine 
iodide. This drug, which is given orally, is not absorbed and is wholly excreted 
in the stools, giving them an intense blue color. This aspect of its elimination 
has been useful in the appreciation of the speed with which it goes through the 
intestine, a data of importance in the majority of patients with digestive disease. 
Its urinary excretion is practically nonexistent, according to the studies made 
in the Lilly laboratories. In 26 patients that received the drug during 42 days 
there was no evidence of urinary excretion, in spite of the iact that a detecting 
reagent was used that could detect even 0.1 mcg. per c.c. 


*Professor at the School of Medicine, Universidad Nacional; President of the Sociedad 
Colombiana de Gastroenterologia, Bogota, Colombia. 
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This drug is nontoxic. In 474 patients who received it for as long as 42 days 
there was no evidence of hematological or urinary changes, nor changes in the 
blood chemistry’. A case is reported? in which a girl accidentally took 14 tablets 
of 200 mg. of the drug each without suffering any sign of toxicity. 


The interesting thing about this drug is that it is effective against five types 
of parasites: ascaris, trichocephalus, strongyloides, oxyuris, and necator 
(“A.T.S.O.N.”), for which reason it is called a wide-spectrum polyanthelmintic 
or anthelmintic. This property is highly useful in public health work, if we 
recall Stoll’s picture of human helminthasis figured in millions. 


The mode of action of the drug on the parasites is not entirely known. 
There seems to be a mechanism in the enzyme systems that inhibits the meta- 


TABLE I 


Estmatep HuMAN HELMINTHIC INFECTIONS (IN MILLIONS) 1° 


North Central and 
Species America | South America | Africa Asia | Oceania | Total 


Enterobius 
vermicularis 18.0 8.9 . 0.4 208.8 


Ascaris lum- 
bricoides 3.0 . i J . 0.5 644.4 


Trichura 
trichiura 0.4 28.0 0.5 355.1 


Strongyloides 
stercoralis 0.4 3.3 ‘ 0.1 34.9 


*Since multiple infections occur, the number of persons parasitized is less than the total 
number of infections. 


bolic reactions of the parasite. The drug is used in enteric-tablet form because 
it is irritating to the stomach. 


There have been no reports of serious intolerance; frequently there are 
symptoms of slight intolerance—nausea, abdominal pain, diarrhea and, occa- 
sionally, vomiting, which symptoms disappear when the drug is suspended. 
Since we have noticed this slight intolerance, we have combined the anthel- 
mintic with drugs that control these gastric disorders—alkaline substances, 
antispasmodics. 


At present Telmid comes in enteric tablets of 100 mg. each. In our experi- 
ment we used enteric tablets of 200 mg. each on a dosage of three tablets 
(600 mg.) for five days in adults parasitized with one or more of the parasites 
that are susceptible to the drug (A.T.S.O.N.). In children the dosage was 
according to the body weight, at the rate of 20 to 40 mg. per Kg. of body 
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weight, also for five days. Thus, with only two therapeutic scales the final 
results are statistically comparable and it is possible to draw conclusions, both 
as to dosage and duration of treatment. 


In all cases we administered the drug after the three daily meals, together 
with some drug to improve tolerance. 
TREATMENT OF INTESTINAL PARASITISM IN A Group OF PREGNANT WOMEN 


A stool survey was made in a group of pregnant women visiting the pre- 
natal department at Hygiene Center No. 12. In 20 of them that were infected 


TABLE II 


Trichocephalus 
Total Group 


Cases % 


20 50 9 45 


with one or more of the 5 parasites susceptible to the drug (A.T.S.O.N.) the 
drug was administered after meals on a dosage of 200 mg. three times a day 
for 5 days. Together with the dithiazanine they received a teaspoonful of milk 
of magnesia. We selected this combination because milk of magnesia is fre- 
quently used in pregnant women as a mild laxative and as a modifier of pyrosis 
and other digestive disorders that are common in pregnancy. 


The ages of the patients were between 15 and 40 years. The 20 patients 
were infected with one or more parasites, as shown in Table II. 


TABLE III 


Trichocephalus Necator 


Cases % Cases % 


15 2 10 4 20 


Ten days after treatment, a new stool survey was made, giving the data 
found in Table III. 


Figure 1 shows the results of the treatment in this group of 20 parasitized 
pregnant women. 


Of the 20 parasitized patients, 11 remained without any parasite (55 per 
cent). In this group of 20 patients, 6 had multiple infections (Cases 1, 2, 3, 8, 
15, 16); i.e., 30 per cent of them. Fourteen patients (70 per cent) had single 
infections. 
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Thus, the drug is effective (effectiveness coefficient) in 70 per cent of the 
cases of ascaridiasis; in 77.7 per cent of the cases of trichocephaliasis; and in 
42.8 per cent of the cases of necatoriasis. According to these figures, the highest 
success is attained in cases of trichocephaliasis. It is interesting to note that 
there are no cases of strongyloidiasis or oxyuriasis in this group of pregnant 
women. 

The data on tolerance to the drug are as follows: 


There was good tolerance in 9 cases (45 per cent) and slight intolerance 
in 55 per cent of the cases, with the following breakdown: 
Nausea 6 Cases 30 per cent 
Diarrhea 5 Cases 25 per cent 
Pain 3 Cases 15 per cent 


In all cases intolerance disappeared when the drug was ended. There was 
not a single case of serious intolerance and pregnancy followed its normal 
course and without any change. 


According to the report of the visiting nurse of the Board of Health, there 
is suspicion to the effect that not all the pregnant women finished the complete 


TABLE V 


Total number i Trichocephalus 
of children 


Neg. Pos. Cases % 


22 10 45.4 


five-day course of treatment, possibly because of the slight symptoms of 
intolerance. 


Because of the psychological condition of the patients, we believe that the 
fact that stools acquired the same color of the drug gave the patient more faith 
in the drug (through nonabsorption of the drug), followed by general well- 
being. Some patients had this to say: “this time my stomach is perfectly clean”. 
The duration of pregnancy did not contraindicate the use of the drug, being 
from 3 to 9 months. For instance, Case 11 was three months pregnant and she 
tolerated the drug perfectly well; Case 14, nine months pregnant, only had 
nausea. 


DrrHIAZANINE IN PARASITISM IN CHILDREN 


We took a group of children from the out-patient children’s department of 
the Hygiene Center No. 12. A stool examination is made routinely in these 
children. We selected 22 of the children (9 male and 13 female) 2 to 11 years 
of age, the majority of them (13 or 59 per cent) being 2, 3, 4, and 5 years of 
age. These 22 children (6 with multiple infections and 16 with single infections) 
were parasitized as indicated in Table V. 


Necator 

Cases % 

13.6 

SCS 
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The same therapeutic schedule used in the former group was used in these 
children: 5 days of treatment. To the children 2, 3, and 4 years of age and 
according to their weight, we guve 200 mg. of dithiazanine daily after meals; 
children 5 years and up, received 400 mg. daily. All received the drug in com- 
bination with a few antispasmodic drops of tincture belladonna and papaverine. 


TABLE VI 
Children Ascaris Trichocephalus Necator 
Control 
Neg. Pos. Cases % Cases % Cases % 
17 5 5 22.7 0 0 1 4.5 


Stool examination 3 days aftcr the end of the treatment, gave the following 
figures: 


Of the 22 parasitized cases, 17 became negative (77.2 per cent) (effective- 
ness coefficient of the drug) and 5 remained positive (22.7 per cent), one of 
them having a multiple infection. The new figures were as shown in Table VI. 


trsatanet 


Aster 


Aecaris Necator 
Fig. 1—Effect of dithiazanine in 20 parasitized pregnant women; comparison before and 
after treatment. 


Thus, ascaridiasis was reduced from 72.7 per cent to 22.7 per cent, which 
means an effectiveness coefficient of 68.8 per cent, since 11 of 16 cases became 
negative. In the case of trichocephalus, it was entirely reduced; and necator 
was reduced from 13.6 per cent to 4.5 per cent, with an effectiveness coefficient 
of 33.3 per cent (Fig. 2). 
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In connection with tolerance to the drug, it was noticed that 10 children 
tolerated it perfectly well (45.4 per cent), and the rest of them had slight 
intolerance, as follows: 


Nausea 6 cases 27.2 per cent 
Diarrhea 8 cases 36.3 per cent 


There is no relationship between intolerance and the age of the patient, 
since very small children two years of age (Case 39) have no intolerance, and 
other children 8 years of age (Case 21) have some intolerance in the form of 
nausea and diarrhea. 


Therefore, the drug may be given to very small children without danger. 
To facilitate ingestion of the drug, we ask the mother of the child to administer 
the tablets with gelatin. 


All cases of intolerance were mild and disappeared immediately upon 
termination of the drug. 


| Before Treatment 


Graup Ascaris Trichocephalus -Mecator 


Fig. 2—Effect of dithiazanine in 22 parasitized children; comparison before and after 
treatment. 


It is interesting to note that in this group of patients we did not find cases 
of parasitism due to oxyuris or strongyloides. In previous work we have found 
that parasitism due to strongyloides has a very low incidence, while infections 
due to oxyuris are practically nil in Bogota*. 


The pertinent points of these observations are summarized in Table VII. 


DITHIAZANINE IN THE TREATMENT OF PARASITISM 
IN PATIENTS WITH DIGESTIVE DISEASE 


We used dithiazanine in 35 adult patients, 19 to 65 years of age (21 male 
and 14 female), who besides having intestinal parasitism, came to see us mainly 
because of other digestive disorders and during the evolution of the digestive 
disease we administered the anthelmintic to see if the disease for which they 
came to see us would contraindicate the use of dithiazanine. 
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We divided the 35 cases into three groups: 
1. Patients with colonic disease 

2. Patients with hepatovesicular disease 

3. Patients with gastroduodenal disease 


The first group of 11 patients (4 male and 6 female) consisted of 1 case of 
Basedow’s disease with symptoms of diarrhea (Case 43); 1 case of idiopathic 
ulcerative colitis (radiologic and endoscopic diagnosis) (Case 45); and 9 cases 
of dysfunction of the colon (irritable colon). 


Of the 11 cases 5 were infected with ascaris, 6 with trichocephalus, and 2 
with strongyloides, Cases 45 and 49 had multiple infections. 


In this partial group all the patients became coprologically negative after 
receiving the drug: 200 mg. of dithiazanine 3 times a day for 5 days. Eight 


Before treatment 


After treatasnt with dithia- 
sanine. 


Ase. Trishoeg Strongy Necator 
phalus leides 


Fig. 3—Intestinal parasitism in 77 patients before and after treatment with dithiazanine. 


patients tolerated the drug very well and 3 had slight intolerance (Cases 44, 
46, 49) in the form of nausea and pain. In the 11 cases the drug was given in 
combination with chlorpromazine (12.5 mg. with each dose of dithiazanine) or 
with “elixir Bockus”, tincture belladonna, 20 c.c. and elixir phenobarbital, 
120 c.c.; one teaspoonful with each dose of the drug. 


Case 43 was receiving methimazole (Tapazole) for the treatment of 
Basedow’s disease. Case 45 was receiving triamcynolone, in which case toler- 
ance was perfect. 


In Case 51 ascaridiasis was diagnosed radiologically when this examination 
was made to exclude an organic digestive disease. 


In none of the 11 cases treated were the symptoms of the original digestive 
disease increased. 
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The second group of 7 patients (3 males and 4 female) consisted of 3 cases 
of noncalculus chronic cholecystitis (Cases 54, 58, 59), 3 cases of chronic 
hepatitis, and 1 case (Case 56) that underwent an emergency appendectomy, 
developing postoperatively an amebic abscess that had to be drained, and 
during convalescence the drug was given to combat a trichocephaliasis. 


These 7 cases were parasitized as follows: 5 with ascaris and 3 with tricho- 
cephalus. One case (Case 56) had a multiple infection. After treatment with 
the drug two cases remained parasitized (1 with ascaris and 1 with tricho- 
cephalus), and 5 became negative. 


Only 2 cases (Cases 57 and 59) had slight intolerance. All the patients 
received the drug in combination with chlorpromazine or “elixir Bockus”, as in 
the first group. 


We did not observe a harmful effect on the liver disease and/or gallbladder 
disease which these patients had that could be attributed to the drug. 


4 


Strong. Asc. Nec. 
Fig. 4—Effectiveness coefficient of dithiazanine in intestinal parasitism. 


The third of 17 patients (13 male and 4 female) 24 to 65 years of age, 
consisted of 7 cases of duodenal ulcer, 3 cases of gastric ulcer, 5 cases of ulcer 
syndrome, and 2 cases of gastritis. 


Twelve of the patients were infected with ascaris, 6 with trichocephalus, 
and 1 with necator. Case 61 was parasitized with ascaris, trichocephalus, and 
necator. 


In the posttreatment Stoll control we found 4 positive cases for ascaris and 
13 cases were entirely negative. 


Tolerance to the drug was perfect in 11 cases; 6 had slight tolerance (Cases 
64, 65, 67, 75). 


Case 68 had undergone a gastrectomy. Here tolerance was perfect and the 
patient became coprologically negative for ascaris. Cases 68, 72, and 76 had a 
history of hematemesis and/or melena. In these three cases tolerance to the 
drug was perfect. 
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All the patients received as part of the treatment for their digestive disease 
chlorpromazine or “elixir Bockus”, receiving dithiazanine at the same time. 
Case 71 received methylprylone (Noludar) in combination with the drug, and 
intolerance was not controlled. 


TABLE VIII 


Errect oF DITHIAZANINE IN 35 PARASITIZED PATIENTS 
AND Havinc ANOTHER DiIGEsTIVE DISEASE 


Pretreatment After Dithiazanine 
Cases Cases ( Pos. ) 


Ascaris 22 5 
Trichocephalus 15 1 
Strongyloides 2 5.7 0 

0 


Necator 1 2.8 


It is interesting to note that in none of the 17 cases the symptoms of the 
ulcers or gastritis were aggravated when they received dithiazanine. 


The 35 cases (11 with colonic disease, 7 with hepatovesicular disease, and 
17 with gastroduodenal disease) comprising the entire group 3 had the follow- 


TABLE IX 


TOLERANCE TO DITHIAZANINE IN 35 PARASITIZED PATIENTS 
AND HAvING ANOTHER DIGESTIVE DISEASE 


Tolerance Cases 


Good 

Slight intolerance: 
Nausea 
Diarrhea 5.7 
Pain 14.2 
Vomiting 5.7 


ing infections: 22 cases with ascaris (62.8 per cent), 15 cases with tricho- 
cephalus (42.8 per cent), 2 cases with strongyloides (5.7 per cent), and 1 case 
with necator (2.8 per cent). After treatment with dithiazanine these percentages 
were modified as follows: ascaris, 14.2 per cent; trichocephalus, 2.8 per cent; 
strongyloides, 0 per cent; and necator, 0 per cent. 


Parasite 
14.2 
2.8 
0 
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It should be pointed out that strongyloides and necator infections were so 
scarce in this group, that the effect of the drug cannot even be evaluated 
statistically. 


A summary of the above data is presented in Table VIII. 


Of the total of 35 patients, 24 had perfect tolerance (68.5 per cent) and 
in 11 (31.4 per cent) there was slight intolerance distributed as follows: 9 cases 


TABLE XI 


INTESTINAL PARASITISM IN 77 PATIENTS 
BEFORE AND AFTER TREATMENT WITH DITHIAZANINE 


After treatment with 
Before treatment dithiazanine 


Cases Cases 
Parasite (Pos. ) %& (Pos. ) % 


Ascaris 48 62.3 13 16.7 
Trichocephalus 34 45.4 3 3.8 
Strongyloides 2 2.5 0 0 

Necator 11 14.2 5 6.4 


with nausea (25.7 per cent), 2 cases with diarrhea (5.7 per cent), 5 cases with 
pain (14.2 per cent), and 2 cases with vomiting (5.7 per cent). There was no 
serious intolerance in any of the cases and it was not necessary to discontinue 
the prescribed five-day treatment in any of the cases. 


TABLE XII 


EFFECTIVENESS COEFFICIENT OF DITHIAZANINE IN INTESTINAL PARASITISM 


Pos. before Neg. after Effectiveness 
Parasitism treatment treatment coefficient 


Ascaris 48 35 72.9 
Trichocephalus 34 31 91.1 
Strongyloides 2 2 100 

Necator 11 54.5 


Table X covers these 35 cases and gives the main data on each patient 
and the digestive disease that was in progress simultaneously with the intestinal 
parasitism that was treated with dithiazanine. 


Summarizing the 77 cases, we see in Table XI and Figure 3 the parasitism 
they had before and after treatment. 
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We can see that it reduces specially the cases of trichocephaliasis and 
ascaridiasis. The cases of strongyloidiasis are so scarce (2) that in spite of our 
not observing these 2 cases in the posttreatment, they have no statistical value. 
The effectiveness coefficient of dithiazanine, based on the number of patients 
that became negative for each type of parasite, was as shown in Table XII 
and Figure 4. 


Here we make the same observation made before in connection with in- 
fections due to strongyloides. 


As to tolerance to the drug, it was very good in 43 patients or 55.8 per cent. 
In the remaining patients there was slight intolerance characterized by nausea, 
pain and/or diarrhea. 


SUMMARY AND CONCLUSIONS 
1. We have used dithiazanine in a group of 77 patients—20 pregnant 
women, 22 children, and 33 patients with digestive diseases. 


2. In this group we found a parasitism of 62.3 per cent ascariasis reduced 
to 16.7 per cent with the drug; 45.4 per cent trichocephaliasis reduced to 0 per 
cent; and 14.2 per cent necatoriasis reduced to 6.4 per cent. 


The number of patients infected with strongyloides is so small that statis- 
tical conclusions may be due to chance. 


3. The dosage of dithiazanine was 200 mg. three times a day for 5 days. 
The drug was used in enteric tablet form and in combination with antispas- 
modics and/or alkaline substances. 


4, The tolerance to the drug was good in 55.8 per cent of the cases. The 
others had slight intolerance in the form of nausea, pain, diarrhea. Children 
tolerate the drug well (20 to 40 mg. per Kg. of body weight). 


5. Pregnancy is not a contraindication for the use of dithiazanine. 


6. Active peptic ulcer, cholecystitis, chronic hepatitis, irritable colon, 
idiopathic ulcerative colitis, did not contraindicate the use of the drug. The 
treatment used in these diseases is useful for the simultaneous administration 
of the drug, and thus controlling the intolerance to the drug. 


7. In the group studied, dithiazanine was useful (effectiveness coefficient) 
in 91.1 per cent of the cases of trichocephaliasis; in 72.9 per cent of the cases 
of ascariasis; and in 54.5 per cent of the cases of necatoriasis. 


8. We consider dithiazanine to be a very effective and nontoxic anthelmintic 
that is well tolerated and specially useful in single and multiple infections due 
to ascaris, trichocephalus, strongyloides, oxyuris and necator (A.T.S.O.N.). The 
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blue color given to the stools is useful in patients with digestive diseases in the 
measuring of the speed with which it goes through the intestine. 


The author is grateful to the Eli Lilly Research Laboratories for supplying 
the drug for this experiment and making it easy for us to do this work. 
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Clinicopathological Conference 
from the Beth-El Hospital, Brooklyn, N. Y. 


PROTOCOL 


Dr. I. Snapper*:—An 11-year old female of French-Irish descent was ad- 
mitted to the Beth-E] Hospital for the first time on 14 May 1957, with fever, 
diarrhea and generalized edema. She apparently had been well until one month 
previously when she developed profound anorexia, intermittent nausea, vomit- 
ing, fever, and foul smelling stools. During this period there was a weight loss 
of 23 Ibs. The stools were described as very malodorous, but not bulky, foamy 
or increased in number. Bright red blood was noticed occasionally. 


The social history indicated marked home-life conflicts embracing paren- 
tal separation, economic hardship, etc.,—unfortunate circumstances which now- 
adays seem to be only too common. The review of her past history disclosed no 
significant major illnesses or complaints prior to the onset of the present illness. 


There is no family history of any intestinal disease, Dr. Spain? 
Dr. Spaint:—The chart indicates that the family history was negative. 


Dr. Snapper:—Physical examin tion showed the patient was a well-devel- 
oped but poorly nourished, pale, listless and withdrawn girl. The temperature 
was 101° F rectal, with pulse of 90, respiration 20, and blood pressure 100/60. 
Physical examination did not reveal any significant findings. No edema was 
present. In view of the characteristics of the stool, which will be mentioned 
presently, it seems to me that tenderness and muscular rigidity must have been 
found at palpation of the abdomen. 


The urine was normal, hemoglobin 10.5 gm. per cent, and white blood cell 
count 21,700 with a marked shift to the left. ESR was 16 mm./hr. This normal 
figure will have to be discussed later in more detail, because since this girl has 
an ulcerative process in the colon, leading to a marked leucocytosis and shift to 
the left, a high sedimentation rate could be expected. 


Further laboratory data was as follows: Cephalin flocculation 2+. Serum 
cholesterol 110 mg. per cent,—a very low value indicating cachexia or liver 
damage. Electrolytes were normal. Stool cultures were negative, but at micro- 
scopic examination the stool was loaded with red cells and white cells. No ova 
or parasites were seen. The stools contained undigested fat and starch. 


It will presently be mentioned that this patient had a diseased colon. Colon- 
ic disease should not lead to the elimination of undigested fat in the stool 


*Director of Medicine and Medical Education, Beth-E] Hospital. 
Pathologist, Beth-El Hospital. 
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because as long as the small intestine is normal all the fat is absorbed before 
the intestinal contents pass the ileocecal valve. A severe colonic inflammation, 
however, may lead to secondary involvement of the terminal ileum, and since a 
considerable part of the absorption of fat takes place in the terminal part of the 
ileum, an intestinal inflammation, localized proximal to the ileocecal valve, may 
lead to undigested fat in the stool. 


On the other hand it is always possible that just before the collection of 
stool, a rectal examination had been done. When shortly afterwards stool is 
deposited, all the fat which was applied to the glove is present in the feces and 
this sometimes explains why unexpectedly fat is found in the stool: “iatrogenic 
steatorrhea!” Dr. Dannenberg, will you please show the x-rays? 


Dr. Dannenberg:—On the admission film of 15 May 1957, the heart was of 
normal size and contour. The right and part of the left diaphragm were in a 
normal position. The lung markings were of normal calibre and there was no 
infiltration of the lungs or fluid in the pleural cavities. In other words the chest 
appeared normal. 


An intravenous pyelogram was performed. After six minutes, the right 
kidney was visualized, the right renal pelvis and calyces had filled normally 
and the right ureter was identified; at no time could the left kidney be identi- 
fied, although films were taken intermittently for 1% hours after the intravenous 
injection, in order to exclude a left-sided hydronephrosis. There also was x-ray 
evidence of a large liver. 


Since at the time the possibility of a hypothyroid condition was considered, 
x-rays of the skeleton were taken. Both wrists showed a normal bone develop- 
ment for a child of her age. There was no evidence of subcortical erosions or 
any break in continuity. Apart from a slight decalcification, the skeleton was 


normal. 


The barium enema showed a distended rectum. There was a granular ap- 
pearance of the mucosa of the walls of the descending colon with marked serra- 
tions of the walls of descending, transverse and ascending colon, as usually 
observed in an ulcerative colitis. In addition there were numerous peculiar 
ovoid, translucent areas throughout the mucosa. On the evacuation films, in- 
stead of a stringy appearance of the mucosa as commonly present in an ulcera- 
tive colitis, again numerous translucent areas were visualized, especially in the 
distal half of the colon. The terminal ileum didn’t look too bad but here too 
some serrations were present. 


I assume that this process is definitely due to colitis, although the original 
report only mentioned the presence of hypertrophied mucosa. In view, however, 
of the age of the patient and in view of the constantly present oval translucen- 
cies which do not give the impression of a hypertrophied mucosa another under- 
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lying condition must also be considered. Dr. Snapper, you must have thought 
of this possibility when you asked whether the family history was negative! 


Dr. Snapper:—The discussion of the x-rays by Dr. Dannenberg is very in- 
formative and has revealed several clues which are of considerable diagnostic 
value. 


The patient was treated with a high protein diet, enteric antibiotics, blood 
transfusions and meticorten with gradual improvement. 


She was discharged 6 weeks later to be readmitted in September, 1957, 
because of recurrence of nausea, vomiting, anorexia and apparently colloid- 
osmotic edema which had been noticed for 3 weeks. In the meantime the serum 
albumin had decreased from 2.2 gm. per cent to 0.9 gm. per cent, with a normal 
amount of globulin, 2.3 gm. per cent. There was no proteinuria. She refused to 
eat any hospital food and all food had to be brought from home. The mother 
signed her out against advice one week after admission. 


One week later she was back again with increasing generalized anasarca. 
The anemia was progressive and leucocytosis persisted. Urinalysis was normal. 
Since the IVP had revealed absence of visualization of the left kidney a cystos- 
copy was performed which disclosed absence of the left ureteral orifice. This 
most probably indicates an aplasia of the left kidney. 


Dr. Dannenberg:—At this time x-ray examination shows that the left dia- 
phragm is somewhat elevated. There is some haziness present at the left costo- 
phrenic angle and in this area the markings are increased. In other words she 
had a beginning elevation of the left diaphragm and some fluid at the left base 
which could not be accounted for by any abnormal process present in the chest. 


Several days later, a new x-ray reveals an increase of fluid at the left side. 
There might have been an underlying pneumonic process, but I doubt it. 


Dr. Snapper:—She again was treated vigorously with improvement in appe- 
tite, considerable loss of edema, and rise in the serum albumin to 2 gm. per 
cent. She was discharged two months later. At home she continued to have 3-4 
semiformed stools per day. 


In December vomiting, anasarca and elevation of temperature recurred 
which necessitated readmission to the hospital on 14 December. She was ex- 
tremely ill with a high temperature, very rapid pulse, rapid respiration and low 
blood pressure. Scattered rales were heard over the left lung anteriorly. The 
heart was enlarged, the abdomen was distended with fluid and doughy in 
consistency. The liver was enlarged and easily palpable. In the majority of 
patients with ulcerative colitis a fatty liver is present at liver biopsy and also 
at autopsy. Children in general have even a greater tendency to develop a fatty 
liver than adults. The spleen was not felt and the extremities were markedly 
edematous. 
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Dr. Dannenberg:—The film taken 18 December, shows marked prominence 
of the vascular markings with an increase of fluid at the left base and an eleva- 
tion of the diaphragm, best shown on a lateral film. As Dr. Snapper has repeat- 
edly emphasized, intra-abdominal conditions may lead to the accumulation of 
fluid in the pleural cavity and an elevation of the diaphragm. This must cer- 
tainly be considered in this patieent because the pleural collection cannot be 
explained by an intrathoracic disease. 


Dr. Snapper:—The urine was normal. There was a hypochromic anemia of 
9 gm. per cent with a leucocytosis of 25,600 and a shift to the left. The fasting 
blood sugar was low, 48-60 mg. per cent, the BUN 12 mg. per cent serum, serum 
albumin 1.4 gm. per cent, serum globulin 1.6 gm. per cent, thymol turbidity 3.6 
units, serum cholesterol again very low at 99 mg. per cent. E.C.G. revealed low 
voltage. Chest x-ray now revealed a clearcut effusion at the left side. The sedi- 
mentation rate of the red cells was again normal,—9 and 15 mm. per hour on 
two determinations. 


She refused to eat, was fed by nasogastric tube, and serum albumin was 
given intravenously. Chills, spiking fever, dyspnea, signs of cardiac decompen- 
sation, and bilateral pleural effusions with a pleural rub at the left developed. 
Antibiotics and digitalis were administered but she expired on 24 December 
1957, 10 days after the last admission. 


It seems evident that this girl had an ulcerative process in the large intes- 
tine, probably more acute in the descending than in the ascending colon, be- 
cause this would explain why the pleuropulmonary reaction was more marked 
at the left than at the right side. 


Dr. Dannenberg indicated, though somewhat indirectly, that on the x-rays 
not only signs of inflammation of the colon were present, but also lesions which 
indicated the presence of polyps. Did this child have idiopathic ulcerative colitis 
with secondary pseudopolyposis, or did she have so-called primary polyposis, 
better designated as adenomatosis of the colon with a secondary ulcerative 
colitis? 


In this case several findings militate against the diagnosis of idiopathic 
ulcerative colitis with secondary pseudopolyposis. Idiopathic ulcerative colitis 
must exist for a long time before ultimately secondary pseudopolyposis develops. 
The x-rays prove for all practical purposes that this child cannot have had a 
long-standing idiopathic ulcerative colitis because as Dr. Dannenberg has 
brought out, the closure of the epiphyseal disks has not been delayed. In any 
disease which undermines the general condition of a child, whether cardiac, 
renal, hepatic or intestinal, ossification of the epiphyseal disks will always be 
retarded. I would, therefore, venture to state that the ulcerative process visual- 
ized on the x-rays cannot have existed for a long time. 
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Since the ulcerative disease of the colon has not lasted for a long time, the 
roentgenologically visualized polyposis cannot be a secondary pseudopolyposis 
developed in the course of an idiopathic ulcerative colitis. We must, therefore, 
consider the presence of a primary polyposis or adenomatosis of the colon on 
which an ulcerative colitis has been superimposed. This is the reason why I 
asked whether there was a family history because adenomatosis of the colon is 
so often a familial disease. 


In adenomatosis of the colon secondary ulcerative colitis rather frequently 
develops. This has led to the erroneous belief that carcinoma frequently de- 
velops in idiopathic ulcerative colitis, although the pseudopolyps in ulcerative 
colitis are only mucosal tags which have nothing in common with the broad 
based true adenomas of congenital adenomatosis. This misunderstanding is gen- 
erated by poor semantics which permit the designation of such completely 
different lesions as mucosal tags developing in ulcerative colitis and true ade- 
nomas by the same term “polyp”. 


The shaky foundations on which this misconception is built are the statis- 
tics which “prove” that 9 per cent of the patients with idiopathic ulcerative 
colitis of more than ten years’ duration develop carcinoma of the colon*?. Very 
impressive seems also the statistical conclusion that the average age of patients 
with carcinoma of the colon and ulcerative colitis is lower than the average age 
of patients with carcinoma of the colon without ulcerative colitis. These statis- 
tical idols with clay feet are worshipped even by persons who should know 
better. 


Recently an excellent medical specialist whose teenage son was suffering 
from ulcerative colitis, confided that he had given his son a book in which this 
disease was discussed in detail. In the course of the conversation, it transpired 
that the father wished to acquaint his son with a possible early development of 
carcinoma in order that the young patient could organize his life accordingly. 


Everybody seems to have forgotten that Dr. Ewing* emphasized the rarity 
of the development of carcinoma of the colon in ulcerative colitis, an experience 
which recently has been confirmed by the Saphir*. Felsen® analyzed a series of 
855 cases of ulcerative colitis, 134 of which had a secondary pseudopolyposis. 
In none of these cases carcinoma had developed. 


Dr. Otani and I* have brought out that the cases of colon carcinoma in 
patients with allegedly idiopathic ulcerative colitis and pseudopolyposis, are 
actually developing in patients with primary adenomatosis and secondary super- 
imposed ulcerative colitis. We found that, if in a patient with ulcerative colitis 
and so-called secondary pseudopolyposis, a carcinoma develops, the carcinoma 
is always polypoid in character. In addition, the other polyps found in such 
cases are not the secondary pseudopolyps, commonly found in ulcerative colitis, 
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but are primary broad based adenomas. In these cases not the secondary ulcera- 
tive colitis but the primary adenomatosis is the cause of the carcinoma. 


Occasionally one may encounter a patient who has been operated a few 
years previously for a carcinoma of the colon and who, a year or so after the 
operation, is admitted for an ulcerative colitis. In these cases always two pre- 
dictions can be made:— 


a. The carcinoma of the colon was a polypoid carcinoma, not a scirrhus. 


b. In the remaining part of the colon, usually even in the resected speci- 
men, multiple broad based adenomas will be present. 


In other words, sometimes a carcinoma develops in a colon affected with 
adenomatosis, already before the secondary ulcerative colitis starts. 


Whether in our case of today, with a primary adenomatosis of the colon 
and secondary ulcerative colitis, one or more adenomas have already undergone 
malignant degeneration, cannot be decided. This is not too frequent in children 
but on the other hand one might speculate that in our patient, the rapid exacer- 
bation of the disease which took place in the course of six months could have 
been due to a malignant transformation of one of the adenomas. 


Why did this patient, notwithstanding the severe septic condition, the ex- 
tensive ulcerations of the colon, the leucocytosis and the shift to the left, have 
a normal sedimentation rate? The sedimentation rate depends upon the pres- 
ence of labile colloids—fibrinogen and globulin—in the plasma. The plasma 
fibrinogen which is formed in the liver, decreases in the presence of severe liver 
damage. In this patient the hypoglycemia and hypocholesterolemia may well 
indicate severe damage of the fatty liver with ensuing impairment of the fibrino- 
gen formation. When no fibrinogen is formed and the serum globulin is normal, 
the sedimentation rate must necessarily remain within normal limits. It must be 
noted that in our patient the serum globulin at all times has remained normal. 


In any patient who has one congenital anomaly, other congenital anomalies 
can be expected. Since this patient has congenital adenomatosis and since no 
left ureteral ostium and no left kidney shadow have been found, another con- 
genital anomaly in the left upper quadrant, perhaps a dysplasia of the left 
kidney, can be expected to exist. 


Clinical diagnoses:—Adenomatosis of the colon with secondary ulcerative 
colitis; no idiopathic ulcerative colitis with secondary pseudopolyposis. 

Possible malignancy of the colon. 

Large fatty liver, maybe even fatty liver necrosis. 

Dysplasia of left ureter and left kidney. 

We will now discuss the diagnosis of my senior colleagues:— 
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Attending A:—Ulcerative colitis, nutritional edema, terminal infection with 
bacterial endocarditis and bronchopneumonia, possible beri beri heart and 
failure. 


Dr. Snapper:—Ulcerative colitis is a term with different connotations as 
follows from experiences in different parts of the world. The disease we call 
idiopathic ulcerative colitis, hardly ever occurs in New Orleans or in the tropics. 
Nevertheless, at Grand Rounds in New Orleans or in the tropics, cases with 
“ulcerative colitis” are presented. This ulcerative colitis, however, is a chronic 
dysentery, usually due to Shigellae. In case you mean an idiopathic ulcerative 
colitis I cannot completely agree with you as I have explained before. 


Attending A:—I hadn't seen the x-rays until I came in here, but even now 
I would think that it is an idiopathic ulcerative colitis with a secondary devel- 
opment not of real pseudopolypi, but of hyperplastic mucosal tags. As you say, 
apparently this case wasn’t of long enough duration to develop real pseudo- 
polypi. As far as the adenomatosis goes, I did not think of it! 


I also meant to comment upon the heart shadow which looked so normal 
on admission and then within a very short time showed such marked dilatation, 
apparently both of the right and left side with apparent cardiac failure. I was 
postulating the possibility of a beri beri heart due to a thiamine deficiency 
along with a general avitaminosis which naturally she well could have had in 
her malnourished condition. 


Dr. Snapper:—I know that at one time it was fashionable to diagnose beri 
beri heart in this country. I have a rule that a beri beri heart is not present in 
a patient with normal deep tendon reflexes. If a patient has a large heart and 
the reflexes at the legs are normal, I always predict that one will not find a beri 
beri heart. In addition, small doses of Vitamin B:, 1-5 mg. are sufficient to 
normalize the circulation in beri beri. If these small doses are ineffectual and 
one has to give 1,000 mg. of Vitamin B: per day, then one knows for sure that 
the patient is not suffering from an avitaminosis B. 


Attending B:—Ulcerative colitis with a hepatic cirrhosis and a congenital 
abscess of the left kidney. 


I was not aware of the x-ray findings from the description in the protocol. 
If the child actually had polyposis, then I would be inclined to withdraw my 
diagnosis. Otherwise, I thought she would have ulcerative colitis with marked 
malnutrition and the other sequela which follow. 


Dr. Snapper:—Why the hepatic cirrhosis? 


Attending B:—Well, it occurs not too uncommonly in colitis. She had a 
large liver and presumably a large spleen, low albumin and other functions 
which would go with hepatic cirrhosis. 
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Dr. Snapper:—I had the opportunity to see the compilation of several hun- 
dreds of cases of ulcerative colitis and signs of damaged liver function at the 
autopsy table. There were only three cases of true hepatic cirrhosis. In olden 
times we talked about an enterogenic cirrhosis, ie. cases where poisons ab- 
sorbed from the colon had damaged the liver and caused cirrhosis. This must 
be a rare occurrence, also in ulcerative colitis. Fatty liver with liver damage, 
however, is very frequent in ulcerative colitis. 


Attending C:—Adenomatosis of colon with secondary ulcerative colitis, 
agenesis of one kidney and ureter. 


Dr. Spain:—This case had extensive social and psychiatric studies. Seem- 
ingly logical motivations were established on a psychosomatic basis for the 
development of the clinically suspected disease of the intestinal tract, namely 
ulcerative colitis. It has been mentioned that all individuals have problems and 
that in particular when any individual becomes seriously ill these problems often 
become accentuated. It thus becomes very easy in many of these situations to 
fit these anxieties and hostilities into a preconceived pattern as to how certain 
diseases develop. This must be guarded against. 


At postmortem examination the child was found to be markedly emaciated 
with edema of the lower extremities and abdominal wall. Both pleural cavities 
contained at least 350 c.c. of serous fluid. The esophagus, stomach and small 
intestine revealed no gross abnormalities. The terminal 25 cm. of the colon 
(rectosigmoid) revealed a normal appearing mucosal surface. The remainder 
of the large intestine contained innumerable polyps which diffusely involved 
the mucosal surface. These became less numerous towards the more distal por- 
tions of the colon. Here and there were scattered larger polypoid masses with 
ulcerated surfaces and sessile bases. No mucosal ulcerations were seen in the 
intervening areas. Histologic examination revealed the characteristic structure 
of adenomatous polyps. Many of these were ulcerated and contained within 
their ducts and crypts acute inflammatory infiltrate and exudate. Considerable 
mucin was present in many of these polyps. The muscular coat and the inter- 
vening mucosa and serosa revealed no histologic abnormalities. In none of the 
polyps that were sectioned was there any evidence of malignant transformation. 
Perhaps if more numerous sections were made some such malignant change 


might have been noted. 


The liver weighed 1,000 gm. This is somewhat enlarged for a child of this 
age. Histologically it revealed extensive fatty change. This was to be expected 
in this situation where poor nutrition and malnutrition were so prominent. 


The spleen weighed 100 gm. and revealed no abnormal alterations. 


The lungs grossly revealed focal areas of consolidation and histologically 
these corresponded to foci of lobular pneumonia. The bronchial walls were the 
site of a chronic inflammatory process. 


| 
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The right kidney was considerably enlarged and presented the appearance 
of a compensatory hypertrophy. The left kidney was almost completely hypo- 
plastic and its ureter did not communicate with the bladder. This undoubtedly 
was either a congenital or developmental alteration rather than an acquired 
one. This finding is purely coincidental and bears no basic relationship to the 
main disease process that was responsible for this child’s death. 


No other findings of significance were noted in any of the organs. 


This case was then one of diffuse polyposis or adenomatosis of the colon 
to which the term congenital is usually applied. Actually these children are 
born without any adenomata or polyps in their intestinal tracts. They are born 
with the tendency or constitutional predisposition (these are unsatisfactory 
terms) of their intestinal mucosa to develop polyps. These usually do not de- 
velop until the age of 10 or 15 so that examination of the colons in these indi- 
viduals before this period usually does not reveal any abnormalities. Most of 
the cases begin to develop some manifestations between the ages of 15 and 25. 
This case is therefore one in which the manifestations develop relatively early. 
This form of congenital or familial type of polyposis of the colon is transmitted 
through either sex according to the basic genetic laws. In practically all of 
these cases, if they remain untreated by the age of 45, at least one carcinoma 
in the intestinal tract will have developed. Most of these individuals are dead 
before this age. This situation is not to be confused with those individuals who 
have varying numbers of polyps but not of the familial type. 


A case of this sort might readily be confused with ulcerative colitis since 
many of these adenomata or polyps become ulcerated and acutely inflamed. 
Final postmortem diagnoses on this case were: 


1. Congenital or familial polyposis of the colon with secondary ulceration 
and inflammation. 


Fatty change of liver, marked. 
Edema of the lower extremities and abdominal wall. 
Serous pleural effusion, bilateral. 
Lobular pneumonia. 
6. Agenesis of left kidney. 
7. Emaciation. 


Dr. Snapper:—I have very little to add to Dr. Spain’s discussion. The 
case actually turned out to be an excellent example of extensive ulcerative 
lesions developing on top of a congenital adenomatosis of the intestine. Such 
cases strongly militate against the concept that a tendency to development of 
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colon carcinoma exists in a patient with an idiopathic ulcerative colitis. This 
case seems to confirm the impression that in cases of so-called “ulcerative colitis 
with secondary carcinomatosis of the colon”, actually adenomatosis of the in- 
testine is present, complicated by secondary ulcerative lesions. The fear of sec- 
ondary carcinoma development in idiopathic ulcerative colitis has decidedly 
been exaggerated. At best one could surmise that true broad based polyps i.e. 
adenomas of the intestine, if surrounded by ulcerative colitis, might have a 
tendency to degenerate more easily than in the absence of ulcerative colitis. 
This, however, is a speculation which has only been made for expediency’s sake. 


One word about the role our psychiatric colleagues have played in the 
treatment of this child. We have to be happy that psychoanalysts exist,—inter- 
ested specialists, who not only are willing to listen to the complaints of un- 
balanced persons but who also try to exhume the hidden conflicts which may 
influence the cause and the course of organic disease. 


As every drug which has a therapeutic action must at the same time have 
an unfavorable side action, this new development in medicine has also side 
actions. One of these unfortunate side actions we have encountered today. 


Are there any questions or remarks? 


Psychiatrist:-'m a member of the Psychiatric staff. I hope I have some 
other colleagues here. I saw this child during the third period of hospitalization. 
When she was hospitalized on two previous occasions, other members of the 
adult psychiatric service had examined and interviewed this child. In addition, 
prior to my seeing this child the social service was keenly involved in the ameli- 
oration of the home situation. 


In fairness to the psychiatric department this case was presented by the 
pediatric department as a case of ulcerative colitis. Now what can we psychi- 
atrists learn retroactively from this case? Unfortunately the outline here does 
not present to you the feelings, the emotions, the attitude of this child, as she 
was ill. No doubt it could have been a secondary reaction to her very serious 


illness. Here was a child, who, as was obvious to anyone near her, was utilizing 
her illness to gain whatever she could gain. 


Now, of course, any person who is ill can get cranky and irritable, may not 
want to eat and lose his or her appetite. It can be due to more serious things 
than are delineated here. This child, however, was psychiatrically called “anal”, 


that means she was using her gastrointestinal tract to accomplish her ends, and 
her end was to solve the war between her self and her mother. 


Perhaps the psychiatrist went off the beam assuming that this case of 
allegedly idiopathic ulcerative colitis was primarily a case of psychological 
origin. The pediatricians, however, on the 3rd or 4th period of hospitalization 
could never definitely tell us what was ailing this child. Some could not under- 
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stand the pitting edema, others were not sure the right kidney was not function- 
ing well. 


We were rather reluctant to come to any definite conclusions as to what 
was ailing this child psychiatrically. In my opinion, this child had a psycholog- 
ical disturbance and whether I said ulcerative colitis or idiopathic colitis, I just 
don't recall. But there was no doubt in my mind that a serious psychological 
disturbance existed here which could not be completely eliminated. This child 
refused to eat although she was not that ill in the beginning. She just would 
not eat for anyone. This was not merely anorexia. If you had seen this child 
and the resistance she put on to eating, you would have to agree that she was 
reacting psychologically in a very serious fashion to something which was ailing 
her. So with those final remarks, I run. 


Dr. Snapper:—We are very happy that a psychiatrist has discussed and 
depicted for us the psychiatric characteristics of this child. “From the shock of 
opinion, the truth will jump forward”—a poor English translation of an excellent 
French proverb. In other words the psychiatrists should somewhat overempha- 
size the psychiatric importance, the physicians the physical impact of the symp- 


toms and signs in order that we may ultimately arrive at a correct understand- 
ing of special patients in particular, of medicine in general. 
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President's Message 


It is not too soon to start planning for 
our convention in Philadelphia in October 
1960. Philadelphia is a great medical center, 
a historic city and a fine place for our con- 


vention. 


Dr. Julian Sterling chairman of the pro- 
gram committee is planning the scientific meeting and the postgraduate 
course. We would like to have a good representation of our own mem- 
bers on the program. If you would like to appear on the program please 
indicate your interest on the application form which you will receive 


shortly. Your request will be given first consideration. 


We would like to have an outstanding program for the scientific 


meeting and for the postgraduate course. 


The annual convention represents one of the major efforts of our 
organization. As such it merits your continued support and participation. 
This means your attendance at the convention and at the scientific meet- 
ings and entering into the entire spirit of the organization and becoming 


a part of it. 


Plan to be at the Twenty-Fifth Annual Convention of the American 
College of Gastroenterology in Philadelphia and become a participating 


member in our fine organization. 


To the entire membership of the American College of Gastroen- 


terology the Season’s Greetings and a Happy and Healthy New Year. 
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Iu Memoriam 


ANTHONY BAssLeR, M.D., F.A.C.G. 
( 1874-1959 ) 


“Man is like unto a breath; his days are as 
a shadow that passeth away.” 


The above applies to Anthony Bassler, who died 20 August 1959, at the 
age of 85; a staunch friend and beloved by his patients. Dr. Bassler graduated 
in 1898 from Bellevue Hospital Medical College and was Consultant in Gastro- 
enterology to many hospitals. He was a former president of the National Gastro- 
enterological Association, later honorary president. He was the founder and 


former president of the New York Gastroenterological Association and the 
founder and first chairman of the Section on Gastroenterology of the American 
Medical Association. In addition, Dr. Bassler was active in the International 
Society of Gastroenterology which he helped to organize in Brussels in 1935. 
He was the American president of the International Society of Gastroenterology 
as well as of the International Congress on Hepatic Insufficiency. 
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Dr. Bassler was decorated a Chevalier of the Legion of Honor of France, 
also received an honorary LL.D. degree from Hahnemann Medical College, 
Philadelphia. He was a Diplomate of the American Board of Internal Medicine 
and its sub-specialty Board of Gastroenterology; Fellow of the American College 
of Physicians, New York Academy of Gastroenterology, American College of 
Gastroenterology, New York Academy of Medicine, member New York County, 
State, A.M.A., etc., etc., the author of several books and numerous papers. 


I have known Dr. Bassler for more than a half century and will miss his 
warm smile, his friendship and goodwill in the years to come. 


SAMUEL Wess, M.D., F.A.C.G. 


The death of Anthony Bassler came as a shock to those of us who had 
known him for so many years—for in spite of his age—he was ever so young 
at heart. We who enjoyed the privilege of his friendship received a stunning 
blow. 


His interest in organized medicine and especially in gastroenterology led 
to his appointment to numerous positions and responsibility in which his influ- 
ence was strongly felt internationally. Dr. Bassler contributed many articles and 
books to medical literature, mostly concerned with diseases of the gastrointes- 


tinal tract. He was a careful and astute observer and teacher. 


He was interested in many sports and was particularly fond of golf and was 
acquainted with many of the foremost courses in the U.S. As a member of the 
Westchester County Club I had the privilege of playing with “Tony” not too 
long ago and must confess he came out several strokes the winner. 


Dr. Bassler played well and worked even harder. He took more than 
average interest in the welfare of his patients, students and friends. He alw ays 
enjoyed the friendship and company of others and delighted in hearing and 
telling amusing stories. Yet one noticed a kind, modest, sincerely religious and 
tolerant attitude in his everyday life. 


I have known few individuals longer and with more sincere regard for 
their fellowman and I shall miss him greatly. 


FRANK J. Borrevui, M.D., F.A.C.G. 


The American College of Gastroenterology has lost one of its founders 
and one of its most loyal supporters. A man of great stature, a scholar, a writer, 
a fine physician. A kindly gentleman—a good friend. It was a privilege to 
have known him. 


Josepu SHaikeNn, M.D., F.A.C.G. 
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The passing of our dear friend, Dr. Anthony Bassler, is indeed a great loss 
to our organization as well as to gastroenterology in the United States and all 
over the world. 


“Uncle Tony” as he was affectionately called by many of us, who knew 
him since the organization of the society (myself since 1936) will long be an 
inspiration and he will always be remembered as the true Honorary President 
of the American College of Gastroenterology. 


Dr. Bassler, who faithfully attended all of our conventions and who always 
took an active part in scientific and policy discussions, consistently reflected 
his ville interest in gastroenterology and in the welfare of our organization. 


Uncle Tony” was always the “epitome of sartorial splendor”, which to me 
was another indication of his spirit and enthusiasm in spite of his years. 


his family, his patients and his many friends, I extend my heartfelt 
sympathy in our and their bereavement. 


Louis Ocus, M.D. F.A.C.G. 


It is with a great deal of pride, humility, and gratefulness that I pay tribute 
to Dr. Anthony Bassler, one of the Founders and Honorary President, of the 
American College of Gastroenterology. A man of great principle, honesty, and 
sincerity. A true friend, indeed, and one whose friendship I shall always cherish. 


To Dr. Bassler, who had widened the boundaries of human knowledge and 
human welfare, the American College of Gastroenterology owes a great debt, 
which we can only repay by grateful remembrance of the work he has done. 
Often lives of great men are uneventful, as we measure lives in the light of 
the world’s greatness, and importance. For they live quietly, and work quietly 
— but theirs are full lives — and their record is part of “the permanent record” 
of honest achievement and progress. Such a record has been left for us, by 
Dr. Anthony Bassler. 


The purpose of science and knowledge is, after all, the help it can give 
men towards better ordered lives. The most outstanding feature in the lives 
of the world’s truly great men is their willingness for public service. In going 
over their lives we note that, for the most part, the pulsation of their personal 
enthusiasm, and dedication to service — love for one’s work and for one’s fellow- 
man — is their life’s greatest asset. 


In paying tribute to Dr. Anthony Bassler, of the American College of 
Gastroenterology, it is not difficult to find many such qualities worthy of praise, 
nor is it difficult to recall instances of his goodwill, kindliness, and selfless 
dedication to the service of others. His humanitarianism was boundless — for 
he gave himself unstintingly to all, without regard to race, creed, or color. 
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These are now his memorial . . . these are the most magnificent memorial 
within the best hopes and dreams of mortal man. For the best days of man’s 
life are those in which he gives himself in service to others — giving himself, 
to live eternally in the grateful memory of his fellowmen! 


The influence of any man who is at once both strong and good is like the 
shadow of a tree on a hot day. It refreshes and renews the human spirit to press 
on with surer stride toward some worthy goal. It is said “He has achieved 
success who has lived well, laughed often, and loved much; who has gained 
the respect of intelligent men and the love of little children; who has filled his 
niche and accomplished his task, whether by an improved poppy, a perfect 
poem, or a rescued soul; who has never lacked appreciation of earth’s beauty 
or failed to express it; who has looked for the best in others and given the best 
he had; whose life was an inspiration and whose memory a benediction.” If 
such be the meaning of success, then Dr. Anthony Bassler has been successful 
—eminently successful! His life is an inspiration — his memory ever will be a 
benediction! We of the American College of Gastroenterology salute him! 


Epwarp J. M.D., F.A.C.G. 


Our college will miss this great pioneer in Gastroenterology. We have been 
indebted to him for many years in his untiring work for the college and now 
with his passing to the great beyond, God rest his soul. 


TuHeopore S. HEINEKEN, M.D., F.A.C.G. 


We bow our heads to Dr. Anthony Bassler who was called to eternal rest. 
Since we know that inscrutable are the ways of God, therefore we can only 
exercise the faith in His eternal goodness, for the days of our sojourn here are 
of short duration. And yet, as we bow our heads and submit to His will, we 
yield our thanks for the years we had him as an inspiration and a dedicated 
leader. 


His eulogy truly does not have to be written as it has preceded him 
throughout his years of activity. Those of us who have been closely associated 
with him were repeatedly stimulated by his scientific aspirations and high intel- 
lectual aptitude. We mourn his loss and are most thankful that we were amongst 
those who could call him a friend. 


GorDEN Rupner, Sr., M.D., F.A.C.G. 


My first introduction to Tony Bassler was in 1917, when he had an article 
on “Constipation and Obstipation” published in the Michigan State Medical 
Journal. It was based on sound physiology, and was a classic then and has 
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remained so since. A few years later, while attending the American Medical 
Association Convention in Atlantic City, I noted that Tony was to give a paper 
at 2:00 o'clock in the afternoon. I arrived early, took a front seat, and was joined 
almost immediately by a young lady who was there for the same purpose. As 
the conversation developed, I learned that she was Dr. Bassler’s secretary. She 
inquired if I would like to meet him. He joined us soon, and it was the begin- 
ning of a very fine and lasting relationship. We had a good deal of discussion 
and, on leaving the meeting, Dr. Bassler introduced me to a number of his 
friends who later became my very good friends, all men whom I have learned to 
respect, and whom I have worked with for many, many years. I knew nothing of 
the National Gastroenterological Association then, but I did sense a very deep 
inspirational phase to their discussion which later blossomed and included me. 
For many years at our conventions, I was able to have Tony in my room of 
an evening together with two or three of our members, usually following his 
Wednesday night session. The discussion on various phases of gastroenterology 
went on into the wee morning hours. Tony was a fountainhead of curiosity and 
information. I am sure some of our readers will remember these remarkable 
bull sessions. It is regrettable that we are often unable to do more for our 
friends who seem so very close but, no doubt, the joining of forces for a com- 
mon project has its compensation and, perhaps, more than we realize. I will 
always think of Tony as my very good friend and counselor and, in addition, 


a person to be counted among people and a tremendous credit not only to our 
own organization, which he served as honorary President for so many years, 
but to gastroenterology in general. 


Lynn A. Fercuson, M.D., F.A.C.G. 


Dr. Anthony Bassler will long be remembered as one of the pioneers in 
the establishment of gastroenterology as a recognized specialty. Those of us 
who had the privilege of knowing him since we began practicing our specialty 
will never forget his kindness and helpfulness. He was truly an inspiration to 
his younger colleagues. His passing is not only a personal blow to his myriad 
of friends, but also an irreparable loss to the College as well as to the medical 
profession. 


Louis L. Perxer, M.D., F.A.C.G. 


It is with deep sorrow that I have learned of the death of Dr. Anthony 
Bassler who has been closely associated with me both in the American College 
of Gastroenterology and in the New York Academy of Gastroenterology. He was 
a dear friend of mine for many years, especially since we were neighbors. We 
used to call on each other several times a week, where I learned to know him 
intimately. 
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Dr. Bassler was a great friend of the American College of Gastroenterology. 
He held office in the College and also in the New York Chapter. His wisdom 
and advice helped the College to be where it is today. His ever present smile, 
his genial personality, his ready wit, and his constant readiness to aid any 
colleague in his personal or professional difficulties will be greatly missed by 
everyone who knew him. May the Lord grant him the well-deserved peace due 
him, and console his loved ones. 
C. Jacosson, M.D. F.A.C.G. 


In tribute to the late Dr. Bassler I want to add my small voice. Of course 
he was a fine physician, but he was humble. He encouraged the younger physi- 
cians by always being a patient but enthusiastic listener and counselor. He set 
an example of fortitude and persistence that those who follow in his footsteps 
may well try to copy. 

L. Puusirer, M.D. F.A.C.G. 


I wish to express my sincere regret at the death of my friend, Dr. Anthony 
Bassler. Dr. Bassler contributed many articles to the literature of gastroente- 
rology. He was an excellent diagnostician and one of the earliest men who 
practiced pure gastroenterology. He was a stimulating leader and a true father 
of gastroenterology. 

Freperick W. Bancrort, M.D., F.A.C.G. 


The passing of Dr. Anthony Bassler brings to a close the distinguished 
early epoch of the American College of Gastroenterology and its predecessor, 
the National Gastroenterological Association. It was largely due to the tre- 
mendous prestige and influence of “Tony” Bassler, that both gastroenterological 
organizations came into being and were brought into a position of preeminence 
in the field of world gastroenterology. The wise counsel and undying enthusi- 
asm that were the “trade-mark” of Dr. Bassler contributed more than any 
other one factor to the present great success of the American College of Gastro- 
enterology and its position of importance in American medicine. Thus, all of 
us younger members of the College owe a great debt to Dr. Bassler that can 
never be fully repaid. The only way that we can partially repay this debt is to 
earnestly emulate his distinguished ways and strive more sincerely to constantly 
practice the great aims and purposes of our College in the years to come. This 
organization was always the “favorite child” in Dr. Bassler’s life. No greater 
monument can be erected to the memory of any man than to point to the many 
eminent gastroenterologists who were students of Dr. Bassler and to the great 
and distinguished success that has become the “hallmark” of the American 
College of Gastroenterology, his “brain child”. 
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And yet, Dr. Bassler’s lamented passing closes a more personal aspect in 
my life, since he was the last remaining living great friend of my own father, 
now deceased more than a score of years. Everytime I had the opportunity 
of greeting Dr. Bassler, it served to remind me of my own distinguished father 
and his accomplishments in the field of American surgery. Even in our last 
meeting in New York City in February, 1959, “Tony” Bassler took me to task 
for failing to measure up to the high standards that had been taught to me and 
exemplified by both him and my father. His reprimand was well merited and 
deserved. I am sure, as a result of Dr. Bassler’s correction, that I shall be a 
better doctor in the future. This is therefore an additional debt that I owe to 
one of the world’s most prominent Gastroenterologists of the past half-century. 
Dr. Anthony Bassler’s demise is a great blow to all of his host of world- 
wide friends, but his glorious memory will live forever imperishably enshrined 
in the purest gold of the hearts of his innumerable friends. 


Donatp C. M.D., F.A.C.G. 


It is a precious privilege to be allowed to join those paying tributes of 
praise to Dr. Anthony Bassler. 


Dr. Bassler was my friend. This says everything and yet says nothing. As 


my friend, the Doctor, he taught me the things in medicine that only a man 
of long and broad experience can teach to another doctor, who is his friend. 


As my friend, the Man, he taught me how much it means to live life fully 
and to the hilt. 


As my friend, the Friend, I think that most of all he taught me kindliness. 
He was a most kindly gentleman, and those of us who have the good fortune 
to remember him as such, will always miss him. 


RayMonp J. Connors, M.D. 


It was my pleasure and privilege to know Dr. Anthony Bassler for more 
than 20 years. His steadfast determination in organizing and keeping alive the 
National Gastroenterological Association was an inspiration to me and all other 
members of the Society in its formative days. 


Dr. Bassler could always be depended upon to give wise counsel and to 
lend a helping hand and a sympathetic ear to any member of the profession 
who might feel in need. 


We are not likely to encounter another such personage in our lifetime. 


Joun E. Cox, M.D., F.A.C.G. 
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It was my extreme good fortune to know Dr. Anthony Bassler profes- 
sionally, as well as personally, for many years. To say that my life was enriched 
by this association can only be an understatement. With the rest of the members 
of the College, I feel keenly our great loss in a man of the stature of Dr. Bassler, 
who was so instrumental in and devoted so many years to the founding and 
growth of our group. 

Dare W. Creek, M.D., F.A.C.G. 


It was my privilege to know Tony Bassler, fairly closely over a period of 
about a quarter of a century, more or less. 


There is a phrase — gentleman and scholar, sometimes used loosely, some- 
times undeservedly — but to no man did it apply in all its integrity more than 
to Tony Bassler — truly a gentleman and scholar. 


I was fortunate in being around in the early days of the formation of our 
organization. Clear heads, good judgment — wise counsel, were of course neces- 
sities for success. There stood Bassler, our Gibraltar. He had a distinctive gift 
for quieting hot heads, and we had our share, without ruffling anybody’s feeling. 


When it came to pass that we organize our College —in which I played a 
minor part, the wise counsel — the cool judgment came from Bassler. 


I have lost a very dear friend. You were a religious person, a believer in 
God. So Tony, wherever you are, you will look about you and find where you 
can advise, counsel and serve, and I stress this last — because it is you. 


So, dear friend — peace be with you. 
Cunna, M.D., F.A.C.G. 


Dr. Anthony Bassler was a very good friend of mine for many years. His 
work in gastroenterology was outstanding. I know that many of his friends 
feel as I do, that a great man, such as he, will always be remembered with 


great respect. 
Harry M. Exsernarp, M.D., F.A.C.G. 


The recent demise of Dr. Anthony (Tony) Bassler removed one of the 
pioneers in American gastroenterology. Dr. Bassler, by his vision, perseverance, 
and ability, contributed not only to the knowledge of gastroenterological dis- 
eases, but also organized this specialty by being the spark plug in the creation 
of gastroenterological sections of the A.M.A. and other societies including the 
American College of Gastroenterology of whose predecessor he was president 
for approximately ten years. His contributions to the medical literature, his 
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many years of teaching and guiding younger men have left an imprint in the 
practice of gastroenterology. 


Here I would like to suggest that the American College of Gastroenterology 
establish in his name a lectureship in perpetuity to be delivered by an outstand- 
ing physician at the annual meeting of the American College of Gastroente- 
rology. Thus a living monument for Dr. Bassler would be established contrib- 
uting to the knowledge of gastroenterology. I feel certain that this would be 
something the late Tony would appreciate. 


To his bereaved family, his many friends, students, and patients my heart- 
felt condolences. 
I. R. Janxetson, M.D., F.A.C.G. 


It was my good fortune to be associated with Dr. Anthony Bassler during 
a most trying period of transition of our American College of Gastroenterology. 
He was always helpful with his suggestions, always willing to assume more than 
his share of the work and responsibility, and always looking forward to the 
ever increasing usefulness of our association. 


We shall all miss him, but we shall never forget him for his unstinting 


work throughout the many years from the founding of the original organization. 


Sicurp W. JounsEN, M.D., F.A.C.G. 


The sad news of Dr. Bassler’s passing meant the personal loss of a gen- 
uine friend. It was not my good fortune to see him often, but there was never 
a favor or request asked that was met with anything but a cooperative consent. 


Dr. Bassler’s immortality will live by virtue of the many contributions to 
gastroenterology. Long after these are put away in the annals of medicine, 
however, he will be remembered and loved for his stalwart efforts in organizing 
and sustaining the American College of Gastroenterology. 


My heartfelt sympathy and condolences to his family. 
Murrex H. Karan, M.D., F.A.C.G. 


During the formative years of ths American College of Gastroenterology, 
then known as the National Gastroenterological Society, Dr. Anthony Bassler 
was the leading personality in building and holding this organization together. 
Having assumed a leading role in the realms of gastroenterology, Dr. Bassler 
gave his every thought to the building of an organization for gastroenterologists, 
where qualification was the only requisite to being a member. 
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I shall always remember Dr. Bassler speaking of the men throughout the 
country who deserved an opportunity of belonging and during his regime as 
President and Honorary President of this organization, he strove and fought 
for each individual’s desire. We have lost one of the building columns of the 
College with the passing of Dr. Anthony Bassler, but everyone will feel blessed 
having known and having been associated with him. 


S. Bennarp Kapian, M.D. F.A.C.G. 


It is with reverence that I approach a tribute to our beloved Anthony 
Bassler. His accomplishments serve as an objective to all of us and they will 
stand forever in gastroenterology. He was a pioneer in gastroenterology and 
he continued this dedication until the Supreme Being stilled his hand. His 
presence will be missed by all who knew him. 


Arruur A. Kircuner, M.D., F.A.C.C. 


When one speaks of Dr. Anthony Bassler, who was President of the Na- 
tional Gastroenterological Association and Honorary President of the American 


College of Gastroenterology, one naturally immediately thinks of him as one 
of the really progressive, rugged individualists in gastroenterological medicine 
who did so much for gastroenterology in its earlier days when it was having 
a difficult time in its acceptance as a growing specialty. Today, all gastroen- 
terologists can clearly see that we owe a great debt to him for his efforts. 


As a clinician, he contributed much to the general field of medicine and 
particularly gastroenterology, through his original research and constant interest 
in the field of gastrointestinal bacteriology. As a doctor and an individual he 
had the friendship and admiration of his fellow physicians, to all of whom 
and the American College of Gastroenterology, his passing will be a great loss. 


W. Lermann, M.D., F.A.C.G. 


Dr. Anthony Bassler has passed away. His death has left a deep gap in 
the field of gastroenterology. As a former president of the New York Academy 
of Gastroenterology, his advice was always clear and sound. His innumerable 
patients recognized his great knowledge and therapeutic acumen. Dr. Bassler 
was always a friend, and his organizational talent was unsurpassed. In deep 
sorrow, we bid an old friend goodbye. 

Franz J. Lust, M.D. F.A.C.G. 
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It had been my privilege to know Dr. Anthony Bassler over the last six 
years and especially since serving as a member of the Board of Trustees of 
the American College of Gastroenterology. Prior to this, however, I had heard 
Dr. James T. Nix and others speak of Dr. Bassler on many occasions, especially 
regarding his contributions and dedication to the College. Certainly one felt 
his inspiration and guidance in every official act of the College, even though 
he was not always able to participate actively in the last year or two. The 
American College of Gastroenterology owes much to Dr. Bassler. In addition, 
we of the younger group, especially, can profit from the knowledge of his char- 
acter, dedication to ideals, and stimulus for the better practice of medicine for 
which he stood. 

Joun M. McMaunon, M.D. F.A.C.G. 


Dr. Anthony Bassler was an outstanding teacher, scientist, and physician. 
I have the fondest memories of my association with him for the past 22 years. 
Because of his abilities, the field of medicine in general, and gastroenterology 
in particular, has been greatly enriched. 


As a Canadian, 1 have been privileged to have had him as my teacher and 


colleague. It will be a long time before the medical profession will again pro- 
duce a man and scientist of his stature. 


LioneLt Marks, M.D., F.A.C.G. 


Dr. Anthony Bassler’s contributions to medicine and to our organization 
are well recognized. Those of us who worked more intimately with him for 
many years may appreciate his accomplishments to a greater degree. 


He will long be remembered for his fellowship and his keen interest in 
patients and colleagues. His devotion and efforts in behalf of gastroenterology 
as a specialty and our organization in particular were landmarks of his multi- 
faceted career. His passing is noted with sincere regret by his many friends. 


Mitton J. Matzner, M.D., F.A.C.G. 


It is with profound regret that I learn of the passing of Dr. Anthony 
Bassler. His passing is a great loss to the medical world in general and the 
American College of Gastroenterology in particular. But to me, a close personal 
friend, his loss is even greater. 

Cuartes W. McCuure, M.D., F.A.C.G. 
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I do write these lines of tribute to the late Dr. Bassler with my poor 
English, but with a deep expression of sympathy to one of the founders of our 
modern gastroenterology. 


I remember clearly those days spent with Dr. Bassler in France on the 
occasion of the International Congress of Gastroenterology in 1935, in which 
he was the active motor of the meeting. 


Recently, I was pleasantly surprised to talk with him in Washington, last 
year celebrating the last World Congress of Gastroenterology and still, he 
showed the same activity and scientific interest. 


A man of that fiber and capacity, must always be remembered as one of 
the pillars of gastroenterology all over the world. 


FERNANDO MILANES, M.D., F.A.C.G. 


Dr. Anthony Bassler did more for gastroenterology than anyone I know of. 
My deepest sympathy goes to his family. May God rest his soul in peace. 


Rem Mornrison, M.D., F.A.C.G. ( Hon.) 


Dr. Bassler was a fine, honest, straight-forward man, whom I esteemed 
highly. He was not only an early pioneer in gastroenterology, but had a 
worldwide view and contributed much to the getting together of international 
gastroenterologists. Although he was of nearly biblical age, I regret that we 
had to lose him. 


H. Necuees, M.D., F.A.C.G. 


The American College of Gastroenterology is the brain child of Dr. Anthony 
Bassler and, like any other institution, it is the lengthening shadow of a great 
man. In many ways, he represented the spirit of compromise and consideration 
for the feelings of others and disdain for the orthodox that has made our 
organization great. 

James T. Nix, M.D., F.A.C.G. 


Dr. Bassler was my dear friend over many years. I have known few men 
who were so devoted to gastroenterology. He was essentially a clinical gastro- 
enterologist and although we did not always agree, his approach was always 
friendly. I can never forget that during the first World War, he was largely 
instrumental, through the American Medical Association, in forming the com- 
mittee on gastroenterology, of which I was the chairman, to work with the Army. 
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He was particularly nice to the young men in our specialty, to whom he was 
an inspiration always. 


An indefatigable worker and a real organizer, it is to his efforts that the 
present American College of Gastroenterology owes its birth. It is well remem- 
bered he had it in mind, some years before it started, that this country was 
growing, and that gastroenterology was too big for any small group, but de- 
served recognition by groups throughout this country. He had the same drive 
and spirit that enabled my associate Dr. Albrecht, with Mr. Cahal to form 
the Academy of General Practice. He was a firm friend and one of the great 
stalwarts of gastroenterology and one of the pioneers who played such a leading 
role in the recognition of that specialty in this country. His death is a loss to 
his profession and to those who enjoyed the privilege of his friendship and 
who loved for him his priceless qualities. 


Martin E. Renruss, M.D., F.A.C.G. ( Hon.) 


The measure of greatness of a man is not in having as friends all who 
know or knew him. Greatness lies in the services and achievements of some- 
things, large or small, that are beneficial to society. Continuance toward that 
end necessitates that one be prepared to combat some man-made thorny paths. 


Confident in heart and mind of the justice of his goals while pushing across 
all paths and obstacles and possessed with an innate desire that his goals were 
principally to help humanity was Anthony Bassler. 


Your friends, our American College of Gastroenterology and the world has 
lost a truly great man. May your soul rest in peace — you earned itl 


AHBROHM X. Rossen, M.D., F.A.C.G. 


It was with deep regret that I learned of Dr. Anthony Bassler’s death. 
Throughout his long professional career he devoted much time and energy to 
the development and recognition of gastroenterology as a specialty, and with 
outstanding success. His remarkable executive ability was equaled in the fields 
of research and contributions to medical literature. He will long be remem- 
bered by his many friends and patients as a kind and understanding physician. 


C. J. M.D., F.A.C.G. 
During the 22 years that I knew Dr. Anthony Bassler, I had the oppor- 


tunity to observe his greatness, and the tireless efforts he gave to organize and 
stimulate interest in gastroenterology. It must have been a great satisfaction 


| 
| 


770 THE AMERICAN JOURNAL OF GASTROENTEROLOGY 


to him in these later years, to see his efforts bring forth the fruits of success, 
which we now enjoy in the American College of Gastroenterology. 


Frep H. Voss, M.D., F.A.C.G. 


Dr. Anthony Bassler was a cultured gentleman, a splendid physician, an 
inspiring teacher, and a warm friend, His contributions to medicine throughout 
his long career were many and valuable. To paraphrase Osler’s words, “Think 
of him as one who loved his fellowman and labored for him”. 


AsHER WINKELSTEIN, M.D., F.A.C.G. ( Hon.) 


Dr. Bassler was a distinguished physician, author and organizer. His vision 
and enthusiasm stimulated those of us who were privileged to work with him 
for many years on the Board of the American College of Gastroenterology (and 
its predecessor), to our best efforts and cooperation. 


The College is a fitting and lasting memorial to Dr. Bassler. 
Frank C. Yeomans, M.D., F.A.C.G. ( Hon.) 


The death of Dr. Anthony Bassler was a loss not only to his family, the 
medical profession and humanity in general, but to all of us in the American 
College of Gastroenterology. 


His loyalty and devotion to the organization during his 16 years as Presi- 
dent, of what was then the National Gastroenterological Association, and the 
10 years as Honorary President, which position he held until his death, indi- 
cated his continuing interest in our progress and growth. 


Only a short time before he passed away, he inquired about plans for the 
Convention in Los Angeles and expressed the hope that he might be able to 
attend. 


Throughout the 25 years that I was privileged to know Dr. Bassler, never 
once did his enthusiasm and interest waver. Quite frequently, he would call 
the office to find out how matters were progressing and often at Board meetings, 
which he attended regularly, he would present excellent suggestions in line 
with our aims and objectives. 


Yes, we will miss Dr. Bassler and we extend our sincere condolences to 
his family. 
DanteL WEIss 


NEWS NOTES 


Future MEETINGS 


The following are the dates and places of future meetings of the American 
College of Gastroenterology: 

25th Annual Convention, Philadelphia, Pa., 23-29 October 1960. 

26th Annual Convention, Cleveland, Ohio, 22-28 October 1961. 

27th Annual Convention, Chicago, Ill., 28 October-3 November 1962. 

28th Annual Convention, Washington, D. C., 20-26 October 1963. 

29th Annual Convention, New York, N. Y., 18-24 October 1964. 


Henry G. Runner, Sr. AwArp IN GASTROENTEROLOGY 


The American College of Gastroenterology takes pleasure in announcing 
that the 1959 Henry G. Rudner, Sr. Award for the best unpublished paper on 
gastroenterology or an allied subject has been given to Dr. Martin E. Gordon 
of New Haven, Conn. 


Dr. Gordon, who is Assistant Clinical Professor of Medicine at Yale Uni- 
versity School of Medicine, presented his paper “The Acute Effects of Abdom- 
inal Paracentesis in Laennec’s Cirrhosis Upon Exchanges of Electrolytes and 
Water, Renal Function and Hemedynamics” at the 24th Annual Meeting of the 
American College of Gastroenterology in Los Angeles, Calif. and it will be pub- 
lished in THE AMERICAN JOURNAL OF GASTROENTEROLOGY. 


The award, consisting of a cash prize of $750.00, and travel expenses was 
presented to Dr. Gordon at the Annual Dinner-Dance of the College. 


1959 AMEs AWARDS 


The American College of Gastroenterology takes pleasure in announcing 
the 1959 Ames Awards for the best papers published during the past year in its 
official publication, THz AMERICAN JOURNAL OF GASTROENTEROLOGY. 


First prize went to Dr. Edward J. Nightingale of New York, N. Y. for his 
paper, “Gastroenterological Aspects of Periarteritis Nodosa”. 


The second prize was awarded to Drs. Abraham J. Brenner, Adolf Korn- 
stein, Martin Bandler and Milton J. Matzner of Brooklyn, N. Y. for, “Present 
Status of Gastric Cytology”. 


The third prize was given to Dr. Burrill B. Crohn of New York, N. Y. for, 
“Regional Ileitis: [eojejunitis: Combined [leocolitis”. 
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1960 Ames Awarp CONTEST OF 
THE AMERICAN COLLEGE OF GASTROENTEROLOGY 


The American College of Gastroenterology, in cooperation with the Ames 
Co. of Elkhart, Ind., again takes pleasure in announcing the 1960 Ames Awards 
Contest for the best papers on gastroenterology or an allied fields, published in 
THE AMERICAN JOURNAL OF GASTROENTEROLOGY between July 1959 and June 
1960. 


The first prize will be $500.00; the second prize will be $300.00 and the 
third prize will be $200.00. 


The selection of the winning papers will be made by the Research Com- 
mittee of the American College of Gastroenterology and the awards will be 
presented at the Annual Banquet of the College in Philadelphia, Pa., in October 
of 1960. 


The decision of the judges will be final. 


4 September 1959 
To the Editor: 


I have discovered that as the result of a faulty memory and hasty proof- 
reading, I have quoted both Dr. Waltman Walters and Dr. George Eusterman 
incorrectly in the panel discussion on cancer of the stomach published in the 
May 1959 issue of your journal (31:495-516). 


The passage in which these errors occurred begins in the last paragraph on 
page 515 and continues on page 516. It was stated here that Dr. Waltman 
Walters reported that 75 per cent of all gastric ulcers observed at the Mayo 
Clinic were malignant, whereas Dr. Isidore Cohn, Jr. found malignancy in only 
8 out of 48 cases. What Dr. Walters actually said was that lesions which are 4 
cm. or more in size stand a 75 per cent chance of being malignant. I also stated 
that “I want to mention the fact that it has been commonly said and believed 
for many years, due to early work reported by Eusterman and his associates at 
the Mayo Clinic, that there is a very high incidence of carcinoma in lesions 
2% cm. or more in diameter.” This statement is correct except that it should 
have been attributed to Dr. Walter Alvarez rather than to Dr. Eusterman. 


I wish to correct these errors and make public apology to Drs. Eusterman 
and Walters. 
Sincerely, 
James D. Rives, M.D., F.A.C.G. (Hon.) 


New Orleans, La. 
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ESOPHAGUS 


MALLORY-WEISS SYNDROME. TWO CASE REPORTS: Maurice L. Kelley. Am. J. 
Digest. Dis. 3:454-463; Norman M. Scott, Jr. and Dwight E. Newton. Am. J. Digest. 


Dis. 3:464-468 (June), 1958. 


These two case reports from two differ- 
ent institutions serve as urgent reminders 
to think in cases of unexplained gastric 
hemorrhage of the Mallory-Weiss Syn- 
drome. In 1929 G. K. Mallory and S. Weiss 
were the first ones to call attention to the 
fact that massive gastric hemorrhage may 
occur from lacerations of the cardiac orifice 
of the stomach due to vomiting with or 
without prolonged retching. In the two case 
reports presented here one or more mu- 


cosal tears of 2-3 cm. length showing arte- 
rial bleeding might have led to two fatali- 
ties but for the vigilance and alertness of 
the sounting surgeons. As subtotal gas- 
trectomy is the method of choice in gastric 
hemorrhage of undetermined origin, the 
source of bleeding would not have been 
removed in both cases reported as having 
been a ruptured artery. 


WALTER CANE 


TRACHEOESOPHAGEAL FISTULA WITHOUT ATRESIA OF ESOPHAGUS: Philip L. 
Nova. U. S. Armed Forces M. J. 9:1011 (July), 1958. 


The symptoms of tracheoesophageal fis- 
tula without associated anomalies, may not 
be severe, and therefore remain unsuspect- 
ed. The literature shows this condition 
present without anomalies in only three per 
cent. Diagnosis can be made by x-ray ex- 
amination if the patient is placed in prone 
position. The author reports the case of a 
new born baby, in whom tracheoesophageal 


fistula was suspected. X-ray examination 
confirmed diagnosis. Fistula was repaired 
when baby was four days old. Baby made 
uneventful recovery home 
on fifteenth day. 

The author reviews the literature on this 
subject and describes the various types of 
fistula which have been recorded. 

ABRAHAM BERNSTEIN 


PATHOLOGY OF A LOWER ESOPHAGEAL RING: H. Edward MacMahon, Richard 
Schatzki and John E. Gary. New England J. Med. 259:1 (3 July), 1958. 


The authors review the literature on the 
many explanations for the lower esopha 


geal ring. They then proceed to present a 
case with this entity who had fol- 
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lowed for nine years for symptomatic dys- 
hagia for solids and in whom the x-ray 
findin were that of lower esophageal ring. 
I would commend to you the original arti- 
cle for the detail of presentation. The au- 


topsy findings are discussed. It is suggested 
as a result of these — that simple 
rupture of the lower esophageal ring is a 
basis for therapy in this disorder. 

ALPER 


RESTORATION OF THE THORACIC ESOPHAGUS WITH AORTIC HOMOGRAFT 
FOLLOWING PALLIATIVE SUBTOTAL ESOPHAGECTOMY: Frank A. Rogers. 


Am, J. Surg. 96:38 (July), 1958. 


Carcinoma of the accounts for 
2 per cent of all deaths due to cancer end 
continues to be diagnosed in a relatively 
advanced stage of the disease. Many pa- 
tients reach the operating room in an in- 
curable, if not inoperable state. 

Berman has offered a palliative approach 
to neoplastic occlusion of the esophagus 
consisting of resection of the tumor and 
replacement of the defect by means of 
polyethylene tube. The plastic tubes, which 
are sutured to cuffs of the transected ends 
of the esophagus are essentially non- 
reactive. 

Wu and Loucks have pointed out that 
survival following cases esophageal car- 
cinoma that prove to be nonresectable is 
about 1.7 months. These authors found an 
average survival period of only 2.2 months 
after gastrostomy procedures. Of a col- 
lected series of 2,500 cases of carcinoma 


of the esophagus, surveyed by Mackler and 
Mayer, there were only 28 five-year sur- 
vivors. Furthermore, the operative resecta- 
bility in this group was only 35 per cent, 
and the gross mortality average 40 per 
cent. 

A case is reported to illustrate the use 
of an aortic homo; for palliative resec- 
tion of carcinoma of the hagus. The 
patient was examined 9 months after the 
operation, He showed no loss of weight, 
but esophagoscopy examination revealed a 
recurrence of the tumor at the proximal 
suture line. The patient was replaced on 
d tube feedings and seemed to 

going quite well. Further clinical use of 
aortic homografts for esophageal replace- 
= after palliative resection seems worth- 
while. 


Cari J. DePrizio 


LEIOMYOMA OF ESOPHAGUS: J. S. Glennie and K. Moghissi. Brit. M. J. 5094:484 
(22 Aug.), 1958, 


Two cases of surgically treated leiomyo- 
ma of the esophagus are reported. They 
point out that crates is the most com- 
mon symptom and may be mild to severe, 
intermittent or constant, and is usually of 
long duration. Loss of weight and epigas- 
tric pain are the most unimportant symp- 
toms and are present in only 50 per cent 
of the cases, while vomiting and respira- 
tory disturbances occur but rarely. The 
physical examination was negative and on 
esophagoscopy no lesion of the mucosa was 
found but rather the suggestion of extrinsic 


pressure. 


X-ray films are sometimes helpful in 
showing a mediastinal mass. Removal of 
the tumor surgically is the only cure. 

The authors conclude that until recently, 
leiomyomas of the esophagus were wand 
incidental postmortem findings, but they 
are often now diagnosed and removed sur- 
gically. In patients with a 

ysphagia and no loss of weight, it shoul 
be — and the diagnosis can often 
be made by a barium-swallow examination 
with esophagoscopy. 


Zacu. R, Morcan 


STOMACH 
CANCER OF THE STOMACH IN HONDURAS: Mark M. Schapiro. Military Med. 


123:113 (Aug.), 1958. 


The general impression that cancer of 
the stomach does not occur in tropical cli- 


mate is erroneous. Actual incidence amon 
natives is unknown. There is a great d 
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of gastritis and a fewer number of gastric 
ulcers; but how many become malignant is 
still unanswered. This report is on statistics 
from one hospital only, and is based on 
x-ray evidence and operative findings. From 
1952 to 1954 there were 213 x-rays for 
symptoms, and 18 patients 
8.4 per cent) revealed conclusive evi- 
dence of neoplastic changes of the stomach 
only. Involved were 12 males and 6 fe- 
males with an average age of 40 to 60 
years. The symptomatology is more com- 
plex in the native patient since he is 
fe by intestinal parasites, dietary de- 

iency and imbalances, and bodily de- 


fenses that are abnormal. 

What is unique about this report on the 
Honduras native is the markedly greater 
tolerance for the disabling effects of the 
disease. In spite of a ee anemia he 
appears well-nouris shows little evi- 
dence of wasting, and he has great resist- 
ance in overcoming mutilative surgery and 
its sequela. Operative findings usually are 
at complete variance with the x-ray picture 
and degree of symptoms. In only three 
cases was the growth found to be entirely 
localized to the antrum. 


Artuur Louis KasLow 


NEWBORN INFANT SURVIVING PERFORATED DUODENAL ULCER: Gerald V. 
Snarr. Northwest Med. 57:1016 (Aug.), 1958. 


This publication was prepared to illus- 
trate the fact that perforation can occur in 
the first 48 hours of life and that prompt 
action by physicians and surgeons can pre- 
vent fatal complications. 

Detailed case report of a normally born 
infant was given and physical findings of 
a very ill child 50 hours of age. 

Diagnostic procedures were upright and 


A-P films of the abdomen obtained which 
demonstrated large pneumoperitoneum on 
the upright film. Abdominal paracentesis 
yielded 80 c.c. of yellow milky fluid which 
contained bile. 

The etiology of ulcers in children, as in 
adults, is not known, but indicated surgical 
operation saved this child’s life. 

I. Henry 


POSTGASTRECTOMY PANCREATIC SECRETION: Minoru Hirota. Yokohama M. Bull. 


9:187 (Aug.), 1958. 


The author presents his studies on the 
pancreatic secretions in a gastrectomized 
case with an accidental pancreatic fistula 
compared with the base line secretions of 
the pancreas in the presence of a normally 
functioning stomach. In the normal case 
there is a continuous pancreatic secretion 
even during sleep. Pancreatic secretions in 
a gastrectomized case begin only about 20 
minutes after a meal and continue for 
about an hour. This means that the secre- 
tions began after most of the meal had 


passed — an insufficient mixture and 
t 


maldigestion. It also demonstrated how im- 
portant gastric reservoir function is in di- 
gestion. It can thus be deduced that if 
gastrectomized patients eat hurriedly, usu- 
ally within 10 to 20 minutes, the food 
passes rapidly through the stomach rem- 
nant and upper jejunum and consequently 
ja pancreatic juice does not mix with the 
‘ood. 


Jutes D. Gorpon 


A STUDY OF CHRONIC GASTRITIS: J. Maxwell Clarke. New Zealand M. J. 57:336 


(Aug.), 1958. 


The author treats the subject of gastritis 
rather comprehensively and emphasizes the 
part which infection may play as a causa- 
tive agent of chronic gastritis. It is his 
feeling that this clinical entity deserves 
more serious consideration than is apt to 
be given for the reason that <a 
hemorrhage and carcinoma may result from 
it. 


He describes the pathological picture of 
the three main types of gastritis namely, 
——— hypertrophic, and atrophic. The 
aids in diagnosis of this condition are in 
the order of their importance, x-ray exami- 
nation with the barium meal, fractional 
test meals, gastroscopy, and finally gastric 
biopsy. It is felt that occult blood in the 
stool may indirectly suggest this as a pos- 
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sible source of bleeding, and he goes on 
to state that gastric exfoliative cytology has 
not yet proven itself of value in the diag- 
nosis of chronic gastritis, 

The author was not in agreement with 
Konjetzny who felt that he could trace the 
development of chronic ulceration from 

astric erosions. He feels as does Magnus 
tis 


So far as the development of cancer is 
concerned, this author feels that 10 to 15 
per cent of the cases of chronic gastritis 
will develop cancer after some years not 
withstanding the fact that pernicious ane- 
mia did not seem to be a significant factor 
in the development of cancer of the 
stomach. 


L. K. 


INTESTINES 


THE TREATMENT OF GASTROENTERITIS IN THE AFRICAN CHILD; C. R. Rob- 
ertson. Central African J. Med. 3:309 (Aug.), 1957. 


The extremely high death rate in African 
children due to gastroenteritis is empha- 
sized. The drugs commonly used are sulfa- 
quanidine and sulfathiazole, oral streptomy- 
cin and chloromycetin in combination with 
streptomycin. In addition to the above 
drugs, patients were given 5 per cent glu- 
cose in water with nothing else for 24 
hours. Thereafter, sugar and water were 
given orally if the patient was being treat- 


ed as an out-patient. The amount of fluids 
were varied according to the child’s age 
and weight. Potassium administration was 
started after sufficient fluid intake resulted 
in excretion of urine in normal amounts. 
The routine signs of acidosis and adminis- 
tration of corrective intravenous therapy is 


Joun E. Cox 


SOME OBSERVATIONS ON NONTROPICAL SPRUE: Klaus A. J. Jarvinen and Jussi 
Latvalahti. Ann. med, int. Fenniae 47:39 (Fasc. 1), 1958. 


A case of nontropical sprue in a woman, 
aged 39, is reported. The disease began at 
the age of four and continued uninterrupt- 
edly with severe tetanic vee simu- 
lating hypoparathyroidism. Hypocalcemia 
was accompanied by marked age. dys- 
trophy of the nails, calcium deficiency of 
the bones, loss of teeth, and bilateral cata- 
racts. Later, hyperchromic anemia devel- 


) which fully corresponded to perni- 
anemia. Diabetes mellitus ultimately 
entered into the clinical picture. The rela- 
tionship between a disturbed absorption 
and alopecia, as well as the superi pe. 
of pernicious anemia and diabetes of non- 
tropical sprue are discussed. 


Joun E. Cox 


TWO IMPORTANT CONSIDERATIONS IN THE DIAGNOSIS OF ABDOMINAL 
CANCER: T. Brannon Hubbard and T. Brannon Hubbard, Jr. Clin. Med. 5:51 (Jan.), 


1958. 


Two factors in the diagnosis of gastro- 
intestinal cancer have been stressed. These 
are: First, diarrhea may often be a sign of 
early colonic cancer. Second, any patient 
over 40 who develops for the first time ab- 


dominal ptoms which do not 

laparotomy, even if all x-rays are negative, 

for the latter are by no means infallible. 
L. BERGER 


SURGICAL SIGNIFICANCE OF SMALL BOWEL TUMORS: Leo H. Kuker. J. Iowa 
State M. Soc. 48:140-144 (Mar.), 1958. 


Neoplasms benign or malignant are quite 
ia the small el. 
This author has presented representative 


samples of the various lesions and their 
management noting that secondary anemia 
with failure of response and/or with asso- 
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ciated melena is always suggestive but not of little value in tumors of the small bowel 
necessarily diagnostic. other than lymphosarcomas. 

Exploration should be prompt and sur- 
gical management is indicated. Radiation is Guenn S. Rost 


ELECTROCARDIOGRAPHIC PATTERNS IN ACUTE GASTROENTERITIS: R. P. Mal- 
hotra, P. L. Wahi and J. S. Guleria. Indian Heart Journal 10:53 (May), 1958. 


Acute gastroenteritis is accompanied by to cardiac rate, slurring of QRS or incom- 
water, electrolyte and acid base changes. It plete b.b.b., prolongation of QTc interval, 
may also be associated with shock, in- prominence of U wave, ST depression and 
creased blood viscosity and prerenal uremia T flattening or inversion. Some of those 
due to dehydration. In addition, latent cor- changes persisted after recovery from the 
onary artery disease may become visible acute gastrointestinal upset. The majority, 
due to coronary insufficiency provoked b however, were only tem . Most 
the disease. In a group of, patients wi changes could be attributed to abnormali- 
acute gastroenteritis the following electro- ties of pH and potassium. 
cardiographic abnormalities were noted: 

Prominent or biphasic Q waves not related H, B, Exsenstapt 


SPONTANEOUS PERFORATION OF THE CECUM: William H. Myers, George F. 
Dwyer, Jr. and Manuel E. Lichtenstein. Illinois M. J. 113:301 (June), 1958. 


A — who had a perforated cecum The pathogenesis, clinical treatment, and 
secondary to an obstructing carcinoma of mortality of oration of the cecum are 
the splenic flexure of the colon is presented. discussed briefly. The high mortality of per- 


The case is interesting because prompt ex- foration of the cecum can be lowered only 
teriorization of the cecum, done under local by earlier recognition of the vague sym 
anesthesia, made survival possible. Subse- toms of carcinoma of the colon or by pm a 
quently, a left hemicolectomy with primary recognition and treatment of acute colonic 
anastomosis was done, followed at a later obstructions before perforation occurs. 
date by closure of the cecostomy to restore 

the continuity of the colonic lumen. Arnoip L. BEeRcER 


CARCINOMA OF THE COLON AND RECTUM IN PERSONS UNDER TWENTY 
YEARS OF AGE: M. Tischer Hoerner. Am. J. Surg. 96:47 (July), 1958. 


There is increasing evidence to show that reviewed and brought up to date in this 
age is no barrier to the occurrence of carci- paper. Eighteen additional cases of carci- 
noma of the colon and rectum in youn noma of the colon in young persons under 
persons. To date 189 cases of carcinoma o 20 years of age have been found. Twelve 
the rectum and 73 instances of malignant more instances of carcinoma of the rectum 
disease of the colon in patients under 20 have been recorded in youths in the same 
years of age are recorded in the literature. age group. 

It has been generally appreciated that These new additions, when added to 
sarcomas are common in children, but epi- those obtained from all sources mentioned 
thelial malignancies have been found in previously, make a grand total of 189 cases 
sufficient instances to warrant their consid- of carcinoma of the rectum and 73 instances 
eration in a differential diagnosis of child- of malignant disease of the colon in pa- 
hood diseases. Walker and Daly reviewed tients under 20 years of age. Rankin, Gra- 
the literature in 1934. They found ten ham and Williams state that in children, 
proved instances of carcinoma of the colon as in adults, carcinoma of the lower sig- 
in children under 15 years of age. In 1943, moid and rectum is three times as common 
Bacon reported 94 cases in the literature, as in other segments of the colon. 
of carcinoma of the rectum in patients un- 
der 20 years of age. The literature has been Cart. J. DeParzio 
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PROGNOSIS OF TROPICAL SPRUE: O. K. Hazari and A, W. Woodruff. Brit. M. J. 


5092 :344 (9 Aug.), 1958. 


An attempt is made to evaluate the true 
prognosis of tropical sprue, eliminating 
cases of idiopathic steatorrhea. The prog- 
ress of patients with tropical during 
the recent war was ; 

p of 49 cases, 17 


Out of an original 
have been followed by questionnaires re- 


arding capacity for work, weight, diarrhea, 
appetite, and abdominal 
distention, and flatulence. 


NEOPLASM OF THE SMALL INTESTINE: Gordon M. Nunnelly. Missouri Med. 55 :866 


(Aug.), 1958. 


The author reports a case of a 64-year 
old white housewife who had had symp- 
toms for several years which were sup- 
posedly due to a ate pancreatitis, how- 
ever, in September 1953, she was exam- 
ined by x-ray and there was a doubtful 
abnormality in the region of the sigmoid. 

t examination at this time revealed 

ing definite. She was seen again in 
October 1956 at which time she was obvi- 
ously anemic. Her red cell count was 
3,260,000, hemoglobin was only 6 gm., and 
she now revealed epigastric tenderness on 
d palpation. She Tikewise had a non- 
paroxysmal cough. Gastrointes- 
tinal series at this time revealed an abnor- 
mality of the mucosal pattern of the jeju- 
num but no actual filling defect. On this 
occasion, a small polyp was found in the 
sigmoid and because of positive occult 
blood, she was operated several weeks 
after admission. At this time, she was 
found to have a metastatic lesion in the 
liver which proved to be adenocarcinoma. 
There was a malignancy in the sigmoid 
and it was discovered that at the junction 
between the ileum and jejunum there was 
a primary lesion in the small intestine. The 
patient was discharged from the hospital 
about two weeks after admission after a 
smooth postoperative course, but her sub- 


sequent course was down hill and she 
finally expired in May 1957. 

As a result of the startling experience, 
the author was provoked to review the 
cases of malignant disease of the small in- 
testine and he concludes that 3 to 5 per 
cent of malignancies of the gastrointestinal 
tract are located in this sector of the bowel. 
As his research revealed no satisfactory ex- 
planation for the lower incidence of malig- 
nant tumors in the small intestine although 
it occupies 75 per cent of the entire diges- 
tive tract, this may or may not be due to 
the fact that the fluid content of the small 
intestine did not lend itself to stasis, as is 
the case in the large intestine. The fre- 

uency of malignancy as to sexes are about 
the same and metastases are often very 
wide spread while the primary tumor re- 
mains small in size. 

The symptoms and si which have 

been reported, are bl g, obstruction, 
local irritation, weight loss, and a palpable 
mass. 
In the past, few of these tumors have 
been diagnosed previous to operation al- 
though he makes a point that even in the 
presence of liver metastases, extensive sur- 
gical procedures are often justifiable. 


L. K. BEASLEY 


BENIGN DUODENOCOLIC FISTULA: E. E. Pautler, Jesse C. Woodall and J. Gant 
Gaither. Arch, Int. Med. 102:207 (Aug.), 1958. 


There are many causes of duodenocolic 
fistula for instance, malignant neoplasm of 
the duodenum, colon, or neighboring or- 

ans, peptic ulceration, acute gallbladder 
, Chronic gallbladder disease with 


gallstones, tuberculous lymphadenitis, ulcer- 
ation of the colon in typhoid fever, amebi- 
asis, and ulcerative colitis, regional ileitis, 
ruptured appendix and foreign body per- 
forations. 


Other than a slight increase in incidence 

of glossal ulceration, it would appear re- 

covery is complete on diet alone. 

BERNARD FARFEL 
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Symptoms are weight-loss, diarrhea, 
which is oe bloody and contains 
nondigested food particles, also vomiting 
occurs which may be fecal in . Abdom- 
inal pains and cramps and a ble mass 
are usually ctnned. In addition there is 
frequently a malnutrition a with 
anemia, hypoproteinemia, electrolyte, and 


vitamin deficiency. Diagnosis is usually 
made by a barium enema which fills the 
colon up to the site of the fistula. From 
there it goes into the stomach. Treatment 
of choice is surgical, However, the various 
deficiencies must be carefully corrected 
prior to operation. 

H. B. 


RUPTURED ABDOMINAL ANEURYSM: Lucius D. Hill. Northwest Med. 57:1001 


(Aug.), 1958. 


Recent surgical developments have trans- 
formed ruptured aneurysm from a hopeless 
condition to a salvageable surgical emer- 

ency. Earlier methods included proximal 
i ation of the abdominal aorta, wiring and 
ectrocoagulation, wrapping or re-enforce- 
ment, and combinations of these proce- 
dures. To these, ligation and obliterative 
endoaneurysmorrhaphy were added in the 
first recorded instance of cure of an aneu- 
rysm of the abdominal aorta by ligation. 
Since the introduction of resection and re- 
placement by grafting of abdominal aneu- 
rysms, this treatment for these lesions has 


become quite successful. 

It is unusual for patients to die of rup- 
tured aneurysm without preceding 
in the form of istent lower abdomi 
pain, which often radiates into the back. 
The presence of a large pulsating abdom- 
inal mass may cause patient to feel as 
though he has a “second heart” in the 
abdomen. 

The author reports a successful case, 
operated on, followed for 10 months, at 

e end of which time the patient appeared 
normal. 

I, H. 


ENEMA INJURIES: Bela Szunyogh. Am. J. Proct. 9:303 (Aug.), 1958. 


Major enema injuries can be classified 
as follows: 1. Due to the a or chem- 


ical properties of the fluid. Hypotonic solu- 
tions may cause hypotonicity of the extra 
cellular fluids and water intoxication. Elec- 
trolyte depletion especially of potassium 
may occur when repeated enemas are ad- 
ministered. Poisoning by magnesium sulfate 
enemas has been reported. Even soap suds 
may cause acute colitis; the quality of the 
soap or the hypersensitivity of the individual 
may be the etiologic factor. 2. Mechanical 
injuries to the intestinal wall: a) Emphy- 
sema of the retroperitoneal mediastinal and 
subcutaneous spaces may occur following 
barium or double contact enemas. Usually 
barium is not seen outside the bowel lumen 
and the patients usually have little clinical 
trouble and recover. b) However, barium 
that enters the circulation through a rup- 
tured varix or vein may cause death or liver 
abscesses, c) Rupture of any part of the 
colon may occur but usually the sigmoid 
cecum is involved due to the hydrostatic 
pressure of the enema fluid. Sudden motion 


on bending may be the cause of a sudden 
increase in pressure. d) Perforation of co- 
lostomy loop. e) Perforation of the anus or 
rectum can be divided into the following 
= 1) Injuries below the levator ani 
usually get well. 2) Submucous perfora- 
tions usually only require conservative ther- 
apy. 3) Perforations into the pevi rectal 
tissues have the highest mortality. 4) Per- 
forations into neighboring organs usually 
end up as rectovaginal fistulas. 5) Per- 
foration into the peritoneal cavity. 

Hard rubber tips, forced manipulation 
and high pressure enemas should con- 
demned. the enema tip should not be in- 
serted beyond the thickness of the anal 
canal or of the abdominal wall in cases of 
colostomies. 

Therapy should usually be aggressive 
and surgical with or without closure of the 
perforation, which is often difficult to find 
and with or without diversionary colostomy. 
Infected tissue spaces should be drained. 


A. ZaBIN 
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THE TREATMENT OF SIGMOi) VOLVULUS BY PROCTOSCOPIC REDUCTION AND 
ELECTIVE RESECTION: Norman H. Isaacson. Am. J. Proct. 9:309 (Aug.), 1958. 


In eastern Europe and Scandinavia where 
volvulus of the sigmoid colon is 15 to 20 
times more common than in the U.S. a 
evolved. The proct is to the 
point of rn and co a large rubber 
catheter is threaded up the colon. Success- 
ful detorsion is immediately followed by 
the evacuation of much feces and gas and 
with relief felt by the patient. The x-ray 
findings of course will p som the detorsion. 
Unsuccessful passage of the catheter is an 
indication for immediate la my, as are 
also visible circulatory changes of the bow- 
el wall seen through the proctoscope. This 
method is only used when a definite diag- 
nosis can be made and there is no clinical 
evidence of circulatory impairment of the 
bowel wall. Pain, constipation, occasionally 
a bloody mucus discharge and enormous 
distention of the abdomen and the charac- 
teristic x-rays will usually make the diag- 
nosis. Following reduction with the cath- 
eter, the latter is left in and the bowel is 


prepared for resection which is performed 
about one week later when the patient and 
the bowel have been brought into optimum 
condition. When immediate operation is 
performed because of unsuccessful detor- 
sion from below or for gangrene, an ob- 
structive resection, preferably by the Ran- 
kin method, is the treatment of choice. 
Simple detorsion has a high rate of recur- 
rence (20-30 per cent) but may be indi- 
cated in some very poor risk cases. Cecos- 
tomy alone is mentioned only to be con- 
demned. It does not drain a closed loop 
obstruction and may overlook circulatory 
changes in the sigmoid. 

The author presents a series of 66 cases 
treated by this method at the D. C. Gen- 
eral Hospital in Washington, D. C. Four 
cases were treated by obstructive resection 
since they showed signs of gangrene; of 
the remaining 62 cases only 4 were treated 
unsuccessfully by detorsion. 


A. ZaBIN 


CARCINOMA OF THE COLON AND RECTUM: M. Tischer Hoerner. Am. J. Proct. 


9:277 (Aug.), 1958. 


The authors report a case of carcinoma 
of the sigmoid colon in a 19-year old man 
and a case of carcinoma of the rectum in 
an 18-year old. This brings the total of re- 
ported cases below the age of 20 of carci- 
noma of the rectum to 189 and of carci- 
noma of the colon to 73, in patients under 
20 years of age. 

The signs and symptoms do not differ 
greatly from those in adults. The prognosis 

wever is much worse because the diag- 
nosis is usually made much later. The diag- 
nosis is usually not considered in youn 
people. The youngest reported case was 


years and 3 months old. The symptoms are 
very often of short duration and often of 
an acute nature, a diagnosis of acute in- 
testinal obstruction, appendicitis or tuber- 
culous peritonitis being made. Half of the 
cases are mucoid adenocarcinoma, while in 
adults only 5 per cent of carcinoma are of 
the mucoid variety. It is only by being 
alert to carcinoma in the young that an 
early diagnosis will be made. The removal 
of benign polyps of the colon may prevent 
the development of malignant transforma- 
tion in later life. 

A. ZaBIn 


UNINFLAMED CECAL DIVERTICULUM: I. E. W. Gilmour and M. Hadley. Scottish 
M. J. 3:351 (Aug.), 1958. 


Diverticulum of the cecum is uncommon. 
Inflamed diverticulum of the cecum is 
mainly diagnosed, as acute appendicitis. 


Only very few cases are diagnosed radio- 
graphically, before surgery. Three cases are 
presented, two of the diverticulum of the 
cecum are uninvolved, or uninflamed. The 
other was inflamed and caused pain and 
bleeding. 


An inflamed cecal diverticulum is diffi- 
cult to diagnoses, due to the irritability of 
the bowel and diverticulum. The diagnosis 
is mainly confirmed by a plain film exami- 
nation taken 12 hours er the barium 
enema, to show the retained barium in 
the diverticulum. 


V. J. GALANTE 
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ADULT CELIAC DISEASE AND OTHER DISORDERS ASSOCIATED WITH STEA- 
TORRHEA: W. T. Cooke. Brit. M. J. 5091:261 (2 Aug.), 1958. 


Nontropical sprue appears to be a famil- 
ial constitutional disorder. Four observa- 
tions suggest that this is an enzymatic de- 
fect a probably associated with folic- 
acid metabolism. These are: 1. the rapid 
hematological remission in some patients on 
a gluten free diet; 2. the abnormal folic- 
acid excretion test; 3. the rise of blood- 
glutamine following gluten administration 
in some patients and 4. the abnormality in 
which pteroyglutamates may be involved, 


which lead to the persistent excretion of 
p-hydroxyphenylacetic acid. 
The anatomical side of the enzymatic 
defect (liver or intestinal cell) is unknown. 
In addition to a discussion on the evi- 
dence for the above conclusions the author 
reviews the diagnostic criteria for a diag- 
nosis of nontropical sprue or adult celiac 
disease. Included are the newer technics 
such as the Shiner intestinal biopsy. 
H. Joseru 


DIFFUSE POLYPOSIS OF THE COLON: David V. Elconin and Arnold N. Elconin. 


Wisconsin M. J. 57:289 (Aug.), 1958. 


The authors discuss a case of diffuse 
polyposis of the colon which occurred in a 
21-year old female, without any familial 
history of the disease, with two areas of 
carcinomatous degeneration in the rectum, 
and in association with multiple sebaceous 
cysts. 

The authors regard this as a specific dis- 
ease, hereditary in nature, caused by a 
dominant gene, occurring in equal fre- 
quency in both sexes. Because of the strong 


tendency to develop malignant degenera- 
tion, radical surgery is the authors’ recom- 
mended treatment. 

They advise either 1. subtotal colectomy 
and ileocolostomy with fulguration of the 
polyps in the terminal large bowel, and 
Tequent future endoscopic examinations 
for the lifetime of the patient, or 2. total 
colectomy and abdominal or anal ileostomy. 


Water LENTINO 


AN EPIDEMIC OF SHIGELLA SONNEI DYSENTERY ARISING IN A GENERAL 
HOSPITAL: N. Joel Ehrenkranz, Michael J. Takos, Warren R. Hoffert and Florence 
Riemer. New England J. Med. 259:375 (21 Aug.), 1958. 


This article is an epidemiological study 
of a severe outbreak of Shigella Sonnei 
Dysentery arising in Jackson Memorial 
Hospital in Miami, Florida, which involved 
approximately 80 persons, most of whom 
were employees or staff members of the 
hospital. It was possible to trace the source 
of the outbreak to a cold turkey salad plate 
which was served two days consecutively 
in the employees cafeteria. By conducting 
stool examinations and cultures on all cafe- 
teria employees, it was possible to trace 
the probable source to an assistant chef 
who was responsible for slicing the turkey 


and making the salad plate which was 
served on the two days previously men- 
tioned. 

All of the victims recovered and were 
treated with neomycin to insure that there 
would be no carriers remaining. 

Incidental to the studies of Shigella, two 
of the employees were found to harbor 
Salmonella in their stools. 

This outbreak points out the necessity of 
frequent stool examinations and cultures 
for —— organisms and for utmost 
personal cleanliness of all food handlers. 

PauL LEDBETTER 


SURVIVAL FOLLOWING RUPTURE OF AN ARTERIOSCLEROTIC ABDOMINAL 
AORTIC ANEURYSM (REPORT OF A CASE): Jack E. Tetrick. Ohio M. J. 54:1041 


(Aug.), 1958. 


A case is presented in which an aged 
man was operated on for an acute abdom- 
inal condition and at the time of surgery a 
ruptured abdominal aortic aneurysm was 


found. The latter was resected, replaced by 

a homograft, and the patient recovered. 
The authors state that acute abdominal 

symptoms accompanied by anemia, and 
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hypotension without melena in an elderly 
individual, should make the physician sus- 
picious that he might be dealing with a 
ruptured aortic abdominal aneurysm. They 
suggest that hemostasis can most rapidly be 
effected at surgery by direct aortic occlu- 
sion. Total operating time should be as 


short as possible and blood should be given 
as rapidly as possible after the occlusion is 
released. Postoperatively, a Levin tube 
should be left in place for 5 ve ig in order 
to avoid respiratory and wound complica- 
tions. 

THEODORE COHEN 


THE MALABSORPTION SYNDROME: ITS TREATMENT WITH A GLUTEN-FREE 
DIET: J. Buchan, A. M. Marko and J. W. Gerrard. Canad. M. A. J. 79:227 (15 Aug.), 


1958. 


Nine adult patients with the malabsorp- 
tion syndrome and typical laboratory find- 
ings of anemia, steatorrhea, flat glucose 
tolerance curves and abnormal small bowel 
pattern were kept on a strict gluten-free 
diet for several months. The chronic or 
recurrent diarrhea which had been present 
for months or years was greatly benefited 
by this regime. Only occasionally was a 
bulky stool passed. Weight gain occurred 
ranging from 20 to 46 pounds. The pa- 
tients who had been invalids started to re- 
sume their normal activities. Fecal fat loss 


that had amounted to 15 to 39 grams per 
day decreased below 10 grams diily. Tet- 
any and dependent edema disappeared as 
low serum calcium and albumin returned to 
normal. X-ray pattern of the small bowel, 
however, changed little. Omission of the 
gluten-free diet brought relapse. Addition 
of vitamins, minerals and steroids was of 
some benefit but was not essential. The 
gluten-free diet must be adhered to perma- 
nently in the malnutrition syndrome. 


H. B. E1senstapt 


MESENTERIC VASCULAR OCCLUSION: William F, Holsey, Jr. Am. J. Surg. 96:565 


(Sept.), 1958. 


Two case reports of mesenteric vascular 
occlusion treated surgically with success 
are given; in both cases attention is called 
to the insidious onset of symptoms. Mes- 
enteric thrombosis was suspected in the 
first case because of the patient’s known 
thrombotic history. The second case pre- 
sented itself as an abdominal emergency in 


a patient who had been ill for several days. 
Involvement of the inferior mesenteric 
vein is extremely rare. This vein drains the 
distal transverse colon and the left colon 
to the rectosigmoid area where the middle 
hemorrhoid veins, which enter the caval 

system, give collateral drainage. 
Cari J. DeEPrizio 


CONGENITAL ATRESIA OF THE SIGMOID COLON: George L. Armitage and Harry 
V. Armitage. Am. J. Surg. 96:580 (Sept.), 1958. 


Congenital intestinal atresia is an un- 
common condition, the incidence of which 
cannot accurately be determined. Estimates 
of its frequency vary from 1 in 20,000 
births, to 1 in 1,500 births. Occlusion may 
occur at any level but is less frequent in 
the colon than in the small intestine. The 
colon is said to be the location of the 
lesion in 10 to 15 per cent of such obstruc- 
tion. Failure of reestablishment of bowel 
lumen between the second and _ third 
months of embryologic life is the usually 
accepted mechanism for the development 
of the malformation. Structurally, the atre- 
sia may consist of either an intact dia- 
phragm within the lumen of the bowel, or 


of blind limbs lying in proximity but with- 
out actual connection. At times the blind 
limbs are connected by a fibrous band. In 
a significant number of cases more than 
one area of atresia is found to be present 
and associated anomalies such as malrota- 
tion of the intestines and failure of pos- 
terior attachment of the mesentery, are 
frequent. 

However, there is no agreement on the 
best method of correcting the lesion itself. 
The following methods have been proposed: 
1, ileostomy, 2. colostomy, 3. primary side- 
to-side anastomosis, 4. end-to-side  ileo- 
sigmoidostomy, 5. ileosigmoidostomy, and 
6. end-to-end anastomosis with proximal 


| 


ABSTRACTS 791 


decompression. Since the reported survival 
series is so small, it is impossible to test 
the value of any one method of treatment. 
Because of the proximal bowel distention 
with its attendant thinning of the wall and 
because of the small size of the distal seg- 


ment, a primary anastomosis is technically 
difficult to perform and is likely to eventu- 
ate in disruption of the anastomosis with 
its familiar sequela. 


J. DeParzio 


CLINICAL AND HISTOLOGICAL OBSERVATIONS IN FATAL NONTROPICAL 


SPRUE: M. L. Kelley and Roger Terry 


A case of severe malabsorption syndrome 
in a 51-year old man is described. Conven- 
tional therapy including a gluten-free diet 
was unsuccessful. Administration of cortico- 
steroids failed to produce the sustained im- 
provement which has often been observed 
in such patients. Operative biopsy of the 
jejunum showed mucosal thinning with fu- 
sion and thickening of the villi as well as 
crowding together of the epithelial cells 


@USTALAC..... 


. Am. J. Med. 25:460 (Sept.), 1958. 


lining the crypts. Infiltration with chronic 
inflammatory cells was noted in the lamina 
propria and submucosa and there was also 
a considerable degree of fibrosis. Fourteen 
months later at postmortem examination, 
following prolonged treatment with corti- 
sone and prednisone, there had been little 
alteration in the pathological process and 
possibly some progression. 

Joun M. McManon 


neutralize excess HCI for 2’2 hours 

for rapid, sustained relief in 

Gastric and Duodenal ULCERS 
HYPERACIDITY, Heartburn of Pregnancy 


SUPERIOR BUFFERING —without acid rebound, constipation or 
systemic alkalosis... PLEASANT TASTE 


Each GUSTALAC tablet provides: 


superfine calcium carbonate (300 mg.) buffer-enhanced by a 
special high protein defatted milk powder (200 mg.). 2 tablets 
equal buffering value of 10 ounces of milk. 


DOSAGE: 2 tablets chewed or swallowed q. 2 to 3 h. PRN and on retiring. 


EB 

eric) GERIATRIC PHARMACEUTICAL CORP. 
BELLEROSE, N. Y. 

- Pioneers in Geriatric Research 


Literature and Samples on request 


BOOK REVIEWS FOR GASTROENTEROLOGISTS 


CLINICAL RADIOLOGY OF ACUTE ABDOMINAL DISORDERS: Bernard S. Epstein, 
M.D., Chief, Department of Radiology, The Long Island Jewish Hospital, New Hyde 
Park, N. Y.; Associate Clinical Professor of Radiology, Albert Einstein College of 
Medicine, Yeshiva University, New York, N. Y. 352 pages, 406 illustrations on 224 
figures. Lea & Febiger, Philadelphia, Pa., 1958. Price $15.00. 


Among the books on roentgenology, Dr. 
Epstein’s “Clinical Radiology of Acute Ab- 
dominal Disorders”, is superb. The text is 
clear, the illustrations are 
instructive. An author’s index and recom- 


A DOCTOR SPEAKS HIS MIND: Roger 
Boston, Mass., 1958. Price $3.00. 


Dr. Lee’s previous book, “The Happy 
Life of a Doctor”, described his medical 
student days, internship, war service, 
— and his teaching career. In this 
ittle book, Dr. Lee speaks cynically of 
the specialist, especially those who limit 
their diagnosis and treatment to one part 


mended literature for additional reading, 
adds to the value of the monograph. 
physi- 


It is highly recommended for a 


cians. 


I. Lee, M.D. 120 pages. Little, Brown & Co., 


of the anatomy. 

The rest of the book is interesting read- 
ing, touching on diet, doctor's um. 
public health, etc. It is recommended as a 
worthwhile and enlightening original con- 
tribution. 


WATER AND ELECTROLYTE METABOLISM IN RELATION TO AGE AND SEX— 
CIBA FOUNDATION COLLOQUIA ON AGEING, VOL. 4: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch. and Cecilia M. O’Connor, B.Sc.—Editers for Ciba Founda- 
tion. 327 pages, 85 illustrations. Little, Brown & Company, Boston, Mass., 1958. Price 


$8.50. 


Twenty-seven experts contributed to this 
colloquia on ageing. The reviewer found it 
as interesting as the three previous volumes 
in this series. 

Invaluable information is presented by 


these well known authorities, and _physi- 
cians are urged to read “Water and Ele - 
trolyte Metabolism”. Many of these sug- 
gestions will be valuable in their practice. 


MODERN TRENDS IN GASTROENTEROLOG Y—SECOND SERIES: Edited by F. Avery 
Jones, M.D., F.R.C.P. Foreword by Sir Heneage Ogilvie, Physician, Central Middlesex 
Hospital; Consultant in Gastroenterology to St. Mark’s Hospital, London and to the 
Royal Navy. 416 pages, plus 23 pages of index. Paul B. Hoeber, Inc., Medical Book 
Department of Harper and Brothers, New York, N. Y., 1958. Price $16.00. 


This is a well written and _ illustrated 
monograph of 24 chapters dealing with the 
latest gastroenterological diagnosis and 
treatment. 

If the reviewer were to elucidate on each 
chapter it would fill many printed pages, 
and would add little to the wonderful ma- 
terial which is found in this volume. Rath- 
er than do that, we will call the readers 
attention to the effects of ACTH and cor- 
ticosteroids on the alimentary tract (page 
12); uses and dangers of antibiotics (page 
24); collagen diseases and the gastroin- 
testinal tract (page 36). 

Gastrointestinal polyposis (Peutz-Jeghers 


syndrome), is often unrecognized unless 
one is familiar with the symptoms. On page 
118, the reviewer found a comprehensive 
description of this anomaly and suggests 
that physicians read this chapter carefully. 

Page 383, liver failure and its manifes- 
tations, followed by an investigation of 
pancreatic dysfunction, completes the vol- 
ume. 

Clinicians, surgeons, and investigators of 
gastrointestinal diseases will find “Modern 
Trends in Gastroenterology” a most inter- 
esting and instructive treatise, and this vol- 
ume is highly recommended as an addition 
to the physician’s library. 
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THE BIRTH OF NORMAL BABIES: Lyon P. Strean, M.Se., Ph.D., D.D.S., F.A.H.A,, 
Consultant, Morristown State Hospital, Morristown, Pa., Censultant, Montgomery 
Hospital, Morristown, Pa. 194 pages. Twayne Publishers, Inc., New York, N. Y., 1958. 


Price $3.95. 


An interesting book to be read by obstet- 
ricians and also expectant mothers, who 
may benefit greatly from reading .ame. 
There are many suggestions which un- 


doubtedly may help in maintaining a nor- 
mal and uncomplicated pregnancy and de- 


livery. 


GUIDE COPROLOGIQUE POUR L’INTERPRETATION CLINIQUE DE L’EXAMEN 
DES SELLES: J. Tauzin. 132 pages. Masson & Cie, Paris, France, 1958. Price 1.250 fr, 


Written by a physician who practices at 
one of the Spas in France this book deals 
with the various normal and abnormal 
findings in the secretions and excretions 
encountered in human beings, plus suitable 
diets as recommended by the physician in 
a particular Spa. According to the author, 


each watering place has a different func- 
tion and the diet is modified accordingly 
by the attending physician. 

It is recommended that this be translated 
into English, as it may aid our physicians 
to better cumianl the methods and 


diets used in French Spas. 


ROMACH 


FOR PEPTIC ULCER 


Succeeds in 90% of Cases 


Many published articles have established the outstanding 
value of Romach tablets for prompt relief and ultimate healing 
of gastric and duodenal ulcers. 

A study in England reported a satisfactory response to 
Romach in 90% of cases. 

Try An American article? reported relief of pain without analgesics 


in 92% cases, weight gains averaging 7.9 lb. in 93% cases, 
ROMACH control of occult blood in stools in 100% cases, and ultimate 
and be roentgenographic healing of the ulcers in 81% cases. 
. The recommended dosage of Romach is 2 tablets in tepid 
convinced water immediately after meals. 


ROR CHEMICAL CO. © 2268 First Ave. © New York 35, N.Y. 


ROR CHEMICAL CO., 2268 First Ave., New York 36, N. Y. . British Medical Jour 
Please send me without obligation professional lete f Hi nal 2:827, 1955 


. American Journal of 
Gastroenterology 
28:439, 1957 


PLASTIC SURGERY 


The of soft to bene structure 


Microtrast. thinned with a tittle 
witha 


barium ”’—a contrast method uniquely applicable with | 
MICROPAQUE~greatly amplifies the diagnostic scope of . 
clinical barium studies. Just published, this pocket-size bookl 
suggests the technical resources latent in this medium beyond 
the conventional esophageal and gastric radiography... 
cystography, ureterography, soft tissue work, 
micturition studies, etc. 
Ask your Picker representative for a copy 


or write to Picker X-Ray Corporation, 
25 S. Broadway, White Plains, New York. 


medium of choice for critical contrast studie 


prolonged adhesjon electrolytically immune 
comfortable reterjtion easy hand-mixing 
continuous coating non-precipitating 
non-irritating bland-tasting 
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In your everyday practice, ProzinE helps control moderate to severe emo- 


tional disturbance manifested by apprehension and agitation or associated: 


e nausea and vomiting e premenstrual tension 
e insomnia e alcoholism 


e depression (with anxiety) e menopausal symptoms 


PROZINE acts upon both the thalamic and hypothalamic areas of the brain; 


controls anxiety and tension as well as psychomotor agitation. 


Controls psychomotor agitation, anxiety and tension 


PROZINE 


meprobdamate and promazine hydrochioride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


Wyeth 


adelphia 1, Pa 
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...Pathibamate™ 


meprobamate with PATH|ILON® tridihexethy! chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well- 
tolerated therapeutic agents: 


meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer 
and... 


PATHILON (25 mg.) — anticholinergic noted for its peripheral, 
atropine-like action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by 
nearly two years’ experience in the treatment of duodenal ulcer; 
gastric ulcer; intestinal colic; spastic and irritable colon; ileitis; eso- 
phageal spasm; anxiety neurosis with gastrointestinal symptoms 
and gastric hypermotility. 


Because of individual variation in the intensity of stimuli in gastro- 
intestinal disorders, adequate dosage for optimum control may be 
expected to vary as well. The dosage strengths of PATHIBAMATE- 
400 and PATHIBAMATE-200 facilitate individualization of treat- 
ment in respect to both the degree of tension and associated G.I. 
sequelae, as well as the response of different patients to the com- 
ponent drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 26 mg 
PATHIBAMATE-200— Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chioride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400—1 tablet three times a day at mealtime 
and 2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at 
mealtime and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New Yc sk 
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ACIDTYPES 


fromthe 


lusil Family 


Here’s Rich Uncle Fred’s favorite picture of himself... a 
print from his ulcer x-ray. One of the first ever taken clinic- 
ally, it cost him a fortune. 


Unfortunately, in those days not even Fred’s great wealth 
could buy him the antacid medication he needed. Today, 
though, all your peptic ulcer patients can have the low cost, 
lastingly effective pain relief and acid control of Gelusil . . . 
the antacid adsorbent Rich Uncle Fred should have had. 


Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. Prescribe Gelusil, the choice of modern phy- 
sicians, for every antacid need. 


GELUSIL 


the physician’ s antacid 


MORAIS PLAING. 
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in Turkey, 
it’s called the‘ Turkey trov 


diarrhea by any name 


GASTROENTERITIS 
BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 
“SUMMER COMPLAINT” 


usually responds rapidly to 


Cremomycin 


for rapid relief of virtually all diarrheas 


fruit-flavored, readily accepted by patients of all ages* 


Neomycin-— rapidly bactericidal against most intestinal 
pathogens, but is relatively ineffective against such 
diarrhea-causing organisms as Shigella. 


SULFASUXIDINE,—an ideal adjunct to neomycin because 
it is highly effective against Shigella and certain other 
neomycin-resistant organisms. 


Kaolin and Pectin—coat and soothe the inflamed mucosa, 
adsorb toxins, help reduce intestinal hypermotility, 

help provide rapid symptomatic relief. 
*For infants, CREMOMYCIN may be administered 


in the regular bottle feeding since its fine particles 
easily pass through a standard nursing nipple. 


@ MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILA. 1, Pa. 


OREMOMYCIN AND SULFASUXIOINE (SUCCINYLSULFATHIAZOLE) ARE TRADEMARKS OF MERCK & CO., ING. 
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COMPLETE 
VISIBILITY 


of the 
Posterior Gastric Walls, 
the Cardia and Esophagus 


For a more thorough, accurate examination and diagnosis . . . 
Use the EDER-PALMER TRANS-ESOPHAGOSCOPIC GASTROSCOPE 
with BERNSTEIN MODIFICATION. 


The redesigned viewing head eliminates “blind spots” due to 
loss of light, etc., in hard to see areas where lesions are suspected. 


THE BERNSTEIN MODIFICATION GIVES YOU: 


* Adjustable lens for close or distal viewing * Viewing mirror combined with 
illuminating bulb * Image in true color . . . greatly magnified * No increase in 
size . . . only 9mm diameter * Usable as trans-esophagoscopic gastroscope 
* Available in two lengths: 8icm and 104cm 


MORE. Write today for complete descriptive literature 


i 
Geers EDER INSTRUMENT CO. INC. 2293 N. Clybourn Ave. Chicago 14, Ill. 
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REST 


for the 


MONODRAL” MEBARAL 


3 


2 


INHIBITS Gastric Secretion 
REDUCES Gastric Acidity 
CONTROLS Hypermotility and Spasm 
RESTORES ‘Serenity of Mind 


MEBARAL OFFERS A COMPLETE CONTROL REGIMEN 
GASTROINTESTINAL TENSION AND IRRITABILITY. 


MONODRA\—Aanticholinergic, Antisecretory 
inhibits gastric secretion and hypermotility of the gastrointestinal tract.'-9 


MEBARAL= Dependable Sedative 
provides predictable tranquilizing action without mental impairment.*7 


Dosage: Peptic ulcer, 1 2 tablets three or four times 


R MONODRAL with MEBARAL peed tablet contains Monodral 
bromide 5 mg., Mebaral 32 mg. 


Also available: Monodral bromide Caplets® 
(5 mg.); elixir (2.5 mg. por 5 cc. teasp20n) 


| [[Jiithrop LABORATORIES New York 18, N.Y 
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THREE NEW BOOKS IN GASTROENTEROLOGY 
1 


PRACTICAL PROCTOLOGY by Louis Buie, Emeritus Member, Section of Proctology, 
Mayo Clinic. The NEW SECOND EDITION of Doctor Buie’s book epitomizes a lifetime 
career in a difficult field to which he made major contributions and from which he gained 
a medical and surgical experience that few can equal. It is EMPIRIC in that the author 
examines new additions to knowledge in the field and tests for himself advances in 
methods and technics. It is CRITICAL in that the author rejects with dispatch and vigor 
ill-founded or poorly conceived notions or procedures. “He has produced a volume notably 
free from conjecture, innocent of faddism and devoid of capricious experimentation; a 
volume based solidly on sound procedures which have evolved from sober reason and 
demonstrated results.”—from the Foreword by CHARLES W. MAYO “... this is easily 
the best book in the field of Proctology.”—Western Journal of Surgery, Obstetrics and 
Gynecology. Publication date December 1959 


2 


RADIOLOGIC EXAMINATION OF THE SMALL INTESTINE by Ross Golden, Visiting 
Professor of Radiology, University of California at Los Angeles. Prepared specifically 
for physicians who deal with such symptoms as abdominal pain, bleeding, diarrhea, etc., 
which may have their origin in the intestine. After an introduction dealing with various 
types of opaque materials and technics of examination, the author summarizes basic facts 
of embryology, anatomy and physiology useful in detecting abnormalities of the intestine 
and in appraising information obtained by the radiologic examination. The importance 
of physiology is emphasized, particularly in chapters dealing with gas distention, nutri- 
tional disorders, malabsorption states, functional disturbances including intussusception, 
and the effects of certain drugs and food on the small intestine. “... it is no exaggeration 
to say that no more important or thought-provoking book has been issued in the field.”— 
The Americar. Journal of Roentgenology, Radium Therapy and Nuclear Medicine. The 
SECOND EDITION is completely revised and reset from new type. Publication date 
November 1959 


DISTURBANCES IN GASTROINTESTINAL MOTILITY: Diarrhea, Constipation, Biliary 
Dysfunction edited by J. Alfred Rider and Hugo C. Moeller, both of the University of 
California School of Medicine, San Francisco. THE FIRST SYMPOSIUM OF ITS 
KIND devoted exclusively to the practical aspects of diagnosis and treatment of disturb- 
ances of gastrointestinal motility. PURPOSE: To advance basic knowledge in the field, 
since disturbances in motility represent some of the most common, most controversial, 
and the most: difficult areas of treatment in all gastroenterology. The twenty-eight 
distinguished participants, who represented outstending medical institutions in the United 
States and England, were invited because of their clinical judgment as well as their 
original contributions to gastroenterology. The pathophysiology of sp2cific disease entities 
is discussed in detail. Particular emphasis is placed on modern therapy. Wide in scope— 
this is THE ONLY VOLUME that brings together current knowledge in the field. Pub. 
Oct. °59, 404 pp., 167 il., $13.00 


CHARLES C THOMAS «+ PUBLISHER 301-327 East Lawrence Ave. SPRINGFIELD * ILLINOIS 
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the battle 
won in the home... 


is often lost 


in the stomach 


Heartburn and pyloroduodenal irritability in a 45-year-old housewife responded poorly 
to therapy with tranquilizers and an anticholinergic. The patient also complained of 
nausea and vomiting and abdominal distention. 


‘Combid’ Spansule therapy was initiated, one capsule qi2h. The nausea and vomiting 
ceased almost immediately, and after four weeks of therapy the heartburn and pyloroduo- 
denal irritability were completely relieved. Relief of abdominal distention was moderate. 


The physician rated ‘Combid’ Spansule capsule therapy excellent and commented that 
the patient was “completely relaxed and . .. more emotionally stable.” 


Com big Spansulet 


Compazinet, 10 mg.; 
DarbidS, 5 mg. 


WG) Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
$T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
§T.M. Reg. U.S. Pat. Off. for isopropamide, S.K.F. 
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the complaint: ‘nervous indigestion” 


the diagnosis: any one of several nonspecific gastrointestinal disorders re- 
quiring relief of symptoms by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. the prescription: a new formulation, incorporating 
in a single tablet the actions of Donnatal and Entozyme. the dosage: two 
tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer 
layer: 
Hyoscyamine sulfate ............ 0.0518 mg. 
Atropine sulfate .................. 0.0097 mg. 
Hyoscine hydrobromide ...... 0.0033 mg. 
Phenobarbital (1% gr.) ........ 8.1 mg. 
150 mg. 


in the enteric-coated core: 
Pancreatin, N.F..................... 300 mg. 


J) 


A. H. ROBINS COMPANY, INCORPORATED + RICHMOND 20, VIRGINIA 
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NOW... 


FOR ADULTS - 
CHILDREN -iINFANTS 


A CONTRAST MEDIUM THAT 


FULFILLS ALL THE 
CRITERIA FOR 


RADIOLOGIC EXAMINATION 


OF THE 


ALIMENTARY CANAL 


a true solution—permits delineation of gastric and duodenal mucosa, 
and identification of small ulcers 


does not inspissate—risk of residual hard masses eliminated; safe for 
use in the acutely ill and in cases of suspected or known obstruction 


minimal absorption—passes readily along alimentary tract with neg- 
ligible absorption 


virtually nontoxic—safe on accidental, or deliberate, introduction into 
body cavities; may be used in post-anastomosis studies 


miscible with blood—allows detection of bleeding points and visuali- 
zation of bleeding ulcers 


low viscosity—permits demonstration of small fistulous connections, 
including tracheoesophageal fistulae in infants 


cathartic effect—eliminates delay in surgical procedures, or in serial 
or follow-up radiologic studies 


well tolerated—side reactions minimal; contraindicated only in indi- 
viduals with iodine sensitivity 


may be administered orally, by tube, or by rectum 
Gastrografin, providing 76°% sodium and methylglucamine diacetyl- 
aminotriiodobenzoates, is supplied in bottles of 120 cc. (4 fl. oz.). 
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NOW many more 
hypertensive patients 
‘may have THE FULL 
BENEFITS OF 
CORTICOSTEROID 


THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON—the 
new and, en a milligram basis, most potent of all corticosteroids. Hypertension 
‘induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milcer 
... and there were no new or “‘peculiar”’ 

side effects. Moreover, DECADRON helped 
restore a ‘natural’ sense of well-being. 


DEXAMETHASONE tAnalysis of clinical reports. 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
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